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'William  Taylor,  M.D.,  F.K.C.P.  K.I.,  .                           .  1S6S 
.lames      Ormi.ston      AHleek,     M.D.,      1,I..1>..      l".  P.C.S.  l-M.. 
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William  Craig,  M.D.,  F.H.C.S.  Ed.,     ....  1870 

•**•  Professor   Sir   John     llalli.iav    Cronm,    .M.D.,    F.P.C.S.  Ed., 
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.lames  William  Keay.  M.D.,  Ch.B., 
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Samnel  Davidson,  M.D. ,  CM.,  ^c/so, 

William  Fowler  Godfrev,  M.B.,  CM.,  Manitoba, 
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John  Andrew  Madeod,  M.li..  Cli.l'.,  Inverness 
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.Tames  Youni;,  iM.D.,  F.R.C.S.Kd.,       . 
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David  Elliot  Dickson,  ^LD..  F.R.C.S.Ed.,  LochfjcU;/, 
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4.3;-,         William  James  Crow,  M.P...  Ch.B.,      . 

Frank  Porter  Patterson.  Ml)..  F.R.C.S.Ed.,  Cavodci 
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Fowler,  Dr  Simson,  Waverley,  Juniper  Green, 
Frost,  Dr  Edmund,  Chesterfield,  ]\Ieads,  Eastbourne,  . 
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30         Luckhoo,    Dr    David    Lawrence,    New    Amsterdam,    Britisl 
Guiana,       ....... 

M'Arthnr,  Dr  W.  Taylor,  2025  Western  Avenne,  Los  Angeles 

California ,  . 

IM'Brearty,    Dr   J.    AYilson,    Greymonth,    West   Coast,    New 
Zealand,     ...... 

M'CulIoch,  Dr  John.  Lindsay,  Ontario,  Canada, 
Macnab,  Dr  James  C.  G.,  39  Spottiswoode  Street, 
35         Maddox,  Dr  Ralph  H.,  I. M.S.,  c/o  Messrs  Thomas  Cook  e^ 
Son,    Ludgate  Corner,  London,  E.C., 
Martin,    Dr    Christopher,    Cleveland    House,    George   Road 
Edgbaston,  Birmingham,   .... 

]\Ielville,  Dr  Kenmure,  2  Nile  Grove,    ... 

Morgan,  Dr  T.  H.,  Gym]iie,  Queensland,  Australia, 

Mules,  Dr  P.  Henr}',  Bishopdale,  Nelson,  New  Zealand, 

40         Pereira,  Dr  A.  A.  Jervis,  Consul  de  Grece    en    Mozambic[ue 

Lonren9o  Marques,  Delagoa  Bay,  South  Africa,     . 


Datft  of 
Admission. 

1879 
189ti 
1897 
1883 
1879 
1899 

1884 
1894 
190t> 
1903 

1906 
1895 
1900 
1870 
1903 
1870 
1896 
1904 

1898 

1907 
1904 
1892 
1905 
1903 
1896 
1877 

1907 

1887 
1898 

1908 

1901 

1899 
1909 
1904 

1887 

18SS 
1900 
1895 
1903 

1888 
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Pitts,  Dv  Edith  I'ochiaiu-lJrowii,  .Stnillmiorc  Cluist  Chui.-li 

New  ZtJilaiid,  ......  190.') 

Rankin^',  Dr. I.  E..  Tuiibii(l<,'e  Wells,   .  .  .  1881 

Koss,  Dr  .liiiiK's  i'\  \y.,  481  Slierlwuriie  Street,  Toioiit.),  Caiiu.bi.  1889 

Kussell,  Dr  .1.  Lawson,  West  Lodge,  Toniionleii,         .  .  1906 

4.".         Siini.soii,  Dr  G.  F.  P.aibour,  43  Miinor  Place, .  .  1898 

Siinpsoii,  Dr  W.  Petrie,  Vie\vl)aiik-,  Patligate,  .  .  1892 

Siiiison,  Dr  H.  J.  F.,  :36  Gro.sveiior  Street,  Lond.ni,  W.,  .  1897 

Slos.s,  Dr  Wiljiaiii,  Sturt  Street,  Pallarat,  Au.stralia,  .  190:i 

Striithers.  Dr  .Toliii,  Xcjainakwc,  Traiiskei,  South  AtViiM,  180.'» 

r>0         Sturroek,  Dr  Hilda  M.,  Northcote,  Ediiil)ur(,'h  Road,  Perth,  .  1901 
Vatve,    Dr   Gopal   Govind,    e/o   H.H.    The   Rajah   of  Mirnj, 

Boiiihaj-,  India,     .  ,  .  .  .  .  1894 

Wells,  Dr  A.  Simpson,  .56  Oranj^e  Street,  Ca)>e  Town,  Soiitli 

Africa,  .  .  .  .  .  .  .  1903 


(l>.)    ANNUAL   SUliSCKlPEPS. 

.\arons,  Dr  S.  Jervois,  6  Hartley  Street,  Cavendi.sh  Sijuare. 

London,  AV. ,  .  .  .  .  .  1 896 

Adams,  Dr  Russell   C   W.,  Maxwell    Road,   Plcnlnini,   New- 
Zealand        .......  1904 

.")5         AtHeck,  Dr  J.  U.,  3S  Heriot  Row,  ....  1S69 

Ainslie,  Jh- A.  C,  49  Minto  Street,       .  .  .  .  1898 

Aitken,  Dr  C.  J.  Hill,  38  Argyle  Street,  East  London,  South 

Africa.  .  .  .  .  .  .  .  1902 

Alexander,  Dr  W.  15.,  8  P,lenheim  Place,         .  .  .  1882 

Allison,  Dr  . I.,  Fuller  House,  Kettering,  Northampton,  .  1888 

«;0         Anderson.    Dr    R.    Brodie,    F.R. C.S.Ed.,    066    Main    Street, 

AViniiipeg,  Manitoba,  Canada,  ....  1909 

Andrew,  Dr  .lames,  2  Atholl  Crescent, ....  1868 

Anklesaria,     Dr     H.     N.,    Tay     Building,     Hornby     Road, 

Bimibay,  India,      .  .  .  .  .  .  1906 

Armitage.  Dr  .].  A..  58  Waterloo  Road,  Wolveriiampton.  .  1886 

Armour,  Dr  E.  F.,  6  Brunt.slield  Terrace,  .  .  1889 

6.".         Aspland.    Dr   W.  H.  Graham,    Church  of  England  Mission, 

IVking,  China,        ......  1901 

Baildon,  l')r  Framis  .T.,  42  Hoghton  Stn'ct.  Southport,  1887 

I'.allantync,  Dr  A.,  Ashton,  Eskbank,  Dalkeith,  .  .  1870 

P.arnctson,  Dr  Elsie  M.,  81  .NLirion  Street,  .loppa.        .  .  1907 

I'.arnetson,  Dr  R.  Balfour,  31  Morton  Street,  Portobello,  .  1904 

70         i'.arrv,  Dr  W.  .L  M.,  29  Plymouth  Road.  IVnarth,  Glamorgan,  189S 

Bate'man,  Dr  F.  .1.  Harvey,  Heatii  End,  Blackheatii.  i-ond..S.E..  189S 

Bcatty,  Dr  Saniucd,  ('raigvar,  I'itlochiv.  .  .  18SS 

Bee.slcv.  Dr  1!.  W.,  13.')  Deane  Road,  l'..dtc.ii,    .  1S94 

Becslv,  Dr  Lewis,  40  Northumberland  Street,  .  .  .  1904 

7.'.         P.ell,'Dr.L  Lumsden,  Tlie  White  Hall,  Drilliel.l,  Yorkshire,    .  1SS4 

Bcntlev,  Dr  (J.  H.,  Lonnhead  House,  Kirkliston,         .  .  1877 

P.everidge.  Dr  Robert,  9  .Limes  Place,  Leith,    .  .  .  1896 

I'daikie,  Dr  R.  H.,  10  Mayfield  Gardens,  .  .  1888 

Blair,  Dr  .L  A.,  Hi  Windsor  Terrace,  Newcnstle-on-Tvne.        .  1887 

SO         I'dake,  Dr  R.  A.,  Belfast,  Transvaal,  South  Africa,       ".  1905 

Boddie.  Dr  G.  P.,  3'.  M.dville  Street.    ....  1889 

Booth,  Dr  William.  2  Minto  Street,      ....  1891 

Borrowman,  Dr  Philip  G.,  21  Pitt  Street,         .  .  .  1893 

Bo.xili,  Dr  N.  L..  Buttalls,  St  George,  Barbados,  .  .  1888 


ALPHABETICAL   LIST   OF    FELLOWS. 


XXI 


s;-) 


!•;"> 


10(1 


10.-. 


110 


Date  of 
Admission 
IJniiul,  Dr  Ellin,  15elltiel(l,  Bauclioiy,  ....  190-"> 

Brewi.s,  Dr  N.  T.,  0  I)runi.sheugh  Gardeii.s,      .  .  .  1883 

Brewis,  Dr  1!.  Adams,  The  "West  Gate,  Dur.sley,  Gloucestershire,  1888 

Hroail,  Dr  B.  W.,The  Sanitoriiim,  Cardiir,        ,  .  .  1895 

Brodie,  Dr  T.  Scott,  21  Belhaveu  Terrace,  Wishaw,     .  .  1900 

IJrowii,  Dr  William,  Aucheiidryne  Lodge,  Braemar,     .  .  1904 

Brownlee,    Dr  James,   13  Victoria  Terrace,   Liiithrope  Road, 

Middleshroiigh,       ......  Id0r> 

Bucliaiiaii,  Dr  Angus,  3  Whitehouse  Loan,       .  .  .  1907 

Buist,  Dr.r.  \V.,  i  Clifton  Terrace,       ....  1877 

Buist,  Dr  R.  C,  166  Nethergate,  Dundee,        .  .  .  1895 

Bunting,    Dr    W.    Hartley,    20    Hagley    Road,    Edgbaston, 

Birmingham,  ......  1900 

Butchart,  Dr  C.  A.,  52  Leith  Walk,  Leith,       .  .  .  1894 

Cairns,  Dr  W.  Murray,  67  Catherine  Street,  Liverpool,  .  1892 

Calder,  DrH.  L.,  60  Leith  Walk,  Leith,  .  .  .  1882 

Callander,  Dr  D.  M.,  6  Rose  Bank,  Lancaster,  .  .  1902 

Gallender,  Dr  T.  M.,  Inverard,  Sidcu].,  .  .  .  1896 

Cameron,   Prof.  James  C.,  M.D.,  60.'')  Dorchester  Street,  W., 

Montreal,     .  .  .  .  .  .  •  1888 

Campbell,  Dr  Malcolm,  Westwood,  Brecliin,    ,  .  .  1900 

Carmichael,  Dr  Edward,  21  Abercroniby  Place,  .  .  1887 

Carmicliael,  Dr  E.  W.  Scott,  40  Palmerston  Place,      .  .  1899 

Carmichael,  Dr  Georges.,  25  Braid  Road,       .  .  .  1909 

Carmichael,  Dr  James,  22  Northumberland  Street,      .  .  1871 

Carmichael,  Dr  Norman  Scott,  22  Northumberland  Street,      .  1908 

Carruthers,  Dr  G.  J.  R.,  4  Melville  Street,        .  .  .  1901 

Cattanach,  Dr  J.  G.,  3  AlvanlevTerrace,  .  .  .  1893 

Church.  DrH.  M.,  36  George  Square,  .  .  .  .  1875 

Clark,  Dr  A.  W.  G.,  24  Braid  Crescent.  .  .  .  1901 

Clark,  DrKatherine  S.,  16  Drummond  Place,  .  .  1903 

Cobbett,  Dr  C.  N.,  632   Fourth  Street,  Edmonton,   Alberta. 

Canada, 1890 

Cox,  Dr  Joshua  J.,  38  Deansgate,  Manchester,  .  .  1876 

Craig,  Dr  James  C,  Melrose.  Aylesbury,  Bucks,  .  .  1908 

Craig,  Dr  J.  G.,  78  Bootham,  York.     ....  1908 

Craig.  DrR.  AV.,  Pathhead-Ford,  Dalkeith,      .  .  .  1905 

Croudace,  Dr  J.  H.,  Foregate  House,  Stafford,  .  .  1878 

Crow,  Dr  W.  J.,  108  Morningside  Road,  .  .  *  1909 

Cullen,  DrG.  M.,  50  Minto  Street,       ....  1890 
Cunningham,    Dr   Barbara   M.,   Dufferin   Hospital,  Nagpur, 

Central  Provinces,  India,   .....  1906 

Currie,  Dr  A.  S.,  20  Oxford  Terrace,  Hyde  Park,  London,  W..  1882 

Dadabliov.  Dr  K.,  Victoria  Road,  Karachi,  India,        .  .  1906 

Darling,  "DrT.  Brown.  13  Merchiston  Place,    .  .  .  1884 

Darling,  Dr  William,  2  Warrender  Park  Terrace,         .  .  1900 

David.son,  Dr  D.  G.,  9  Granville  Terrace,  .  .  .  1892 

Davidson,  Dr  H.  S.,  4  Dundas  Street,  ....  1904 

Davidson,  Dr  Samuel.  Lindsay  Cottage,  Kelso,  .  .  1906 

Davies,  Dr  Arnold,  Westbury  Mount,  ]\Ienai  Bridge,  North 

Wales,         .  .  ■   .  .  .  .  .  1906 

Dendle,  Dr  Frank,  Overton  House,  Spring  Grove,  Isleworth,  .  1892 

Dewar,  Dr  jNL,  24  Lauriston  Place,       .     '        .  .  .  1891 

Dick,  Dr  A.  M.,  c/o  Grindlay  Grome  Co.,  Bombay,  India       .  1907 

Dickie,  Dr  J.  T.,  37  Lauriston  Place,   .  .  .  .  1900 

Dickson,  Dr  D.  Elliot,  Hillcrest,  Lochgelly,    .  .  .  1908 

Dickson,  Dr  George,  26  Merchiston  Park,         .  .  .  1901 

Dobie,  Dr  D.  Robertson,  7  James  Square,  Crieff,  .  .  1894 

Dunbar,  Dr  H.  J.,  3  Hampton  Terrace,  .  •  •  1905 
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Dyer,   I)r    Etlnllteit    \V.,    Lu.sUeij,'li,    1:32    Daveiiiioit    Koiul, 

Dinhiin,  Soutli  Africa,  .....  1906 

Kasterbrook,  Dr  A.  M.,  Ain prior,  (JoreI)ritl<,'f.  .  1893 

140         Easterbrook,  DrC.  C,  Cric'hton  House,  Duiiiirics        .  .  1.892 

Eden,  Dr  T.  Watts,  26  Queen  ATine  Street,  Cavendish  Sijuare, 

London,  W.,  .  .  .  .  .  .  18.S8 

Edin^ton,  Dr  D.  C,  liirbeck  House,  Penrith,  .  1897 

Eider,  Dr  Edward  A.,  H  Torpliii  lien  Street,       .  .  .  1906 

Eider,  Dr  Eleanor.  4  .lolin's  I'hiee,  Leitli,  .  .  .  190.'? 

145         Elder,  Dr  W.  Nicol,  6  Torpliiidien  Street.         .  .  .  1879 

Evans,  Dr  0.  F.,  20  Princes  Avenue,  Liverj)Ool,  .  1890 

J"arie,  Dr  G.  .1.,  Greville  House,  Ravnes  Park,  Winddedon, 

London,  S.W.,        .  ".  .  .  .  lOO.". 

Farquharson,   Dr  J.   D.,  242    Westgate   Road,   New  castle-on - 

Tyne.  .  .  .  .  .  .  .  1890 

Felkin,   Dr    R.     \\'.,    47    l»assett    Road,    Xorih    Kensington, 

London,  W.,  .  ,  .  .  .  .  1884 

ir.O         Ferguson,  Dr  J.  Haig,  7  (.'oates  Crescent,  .  .  .  1885 

Ferguson,  Dr  1*.  T. ,  Middlemarch.  Anstruther,  Fife,   .  .  1895 

Finlay,  Dr  T.  Y.,  Glialnier.s'  Hospital,  Lauriston  Place,  ,  1908 

Fitxwillianis,   Dr  Duncan  C.   L.,  64  Prook  Street,  Grosvenor 

Sfjuarc,  London,  W.,  .  .  .  .  .  1004 

Flendng,  Dr  Andrew,  St  John's  Road,  Corstorphine,  .  .  190") 

1"..'.  Flett,  Dr  A.  P.,  60  Ge()rgeS(|uare,        ....  1903 

Fordyce,  Dr  A.  Dingwall,  S  ^Lanor  Place,         .  .  1899 

Kordyce,  Dr  William,  20  Charlotte  Square,       .  .  .  1888 

Forre.st,  Dr  Stephen,  1  Magdala  Cre.scent,         .  .  .  1910 

Forrester,    Dr    C.     C.,     Longnieadow,     liovingdon,     Heinel 

Hainpstead,  .  .  .  .  .  1898 

160         Fothergill,  Dr  W.  Edward,  3:^7  Oxfonl  Road,  Manchester,       .  1894 
Fowler,  Dr  W.  Hoj.e,  21  Walker  Street,                           .  1900 
Fox,  Dr.).  W.,  IS  P,ernard  Street.  Southampton,                       .  1887 
I'Va.ser,  Dr.T.  Jlossack,  Fernliel.I,  ]5ri(ige  of  Allan.        .             .  1895 
Eraser,   Dr   Nutting  S.,  205   Gower  Street,  St  .Tcdnrs,   New- 
foundland, .                           .....  1887 

165         Frost,  DrW.  E.,  36  Morav  Place.         .  .  .  .  1900 

Garbutt,  Dr  W.  J.,Girthen  House,  P.ournbro(.k  Rd..  Sdly  Pk., 

Ijirnduglhim,  ......  1897 

(;ardiner,  Dr  Frederick,  9  George  Square,  .  .  .  1900 

Giwin,  Dr  A.  T.   Pulkeley,  8  Pont  Street,   IJelgrave  Scpiare, 

London,  S.W.,        .    "         .  .  .  .  .  1905 

Gayton,    Dr    William,    Ravcnsworth,    Regent's    Park     IJoad. 

Fimhley,  London,  N.,  .  .  .  1885 

170         (u-minel!,  Dr  . I.  E.,  28  Rodney  Street,  Liverpool,  1885 
Gibbons,    Dr   Sherwin,    101:5  Hralv    P.uilding.    Los    AuL,"]rs. 

California,  .  .  .      "       .  .  .  1904 

Gibbs,  Dr.I.  IL,  12  Coates  Cresc.nt.    ....  1905 

Gibson,  Dr  Alexaii.ler,  14  S.otland  Street.  .  1908 

(Jibson,     Dr     Cameron     P.,    94     Pussidl     Po.id,    Wavertree, 

Liverpool.  ......  190:5 

17.^         (iilfen.  Dr. i.  T.  .M.,  138  Houghton.  Cliester,     .  1892 

Giles,  Dr  A.  P.,  4  Pahnerston  Place,    .  L891 

Gilnioiir.  DrT.  F..  P.ut  Ellen,  Islav,    ....  1882 

Godfrey,  Dr  W.  F.,  Carberry,  Manitoba,  Canada  1906 

Graham,  Dr  A.,  <'urriebMnk,  <'mrie,       ....  1897 

180         Graham.  Dr  D.  . I.,  26  Rutland  Street,  .  1895 

Graham,  Dr  F.  M..  16  .Mayheld  (;ardcns,  .  ^^^'^ 

Gndiam,    Dr  .1.  Gibson,  li  Ashton  Ter.,  Dowanhill,  «;lasgo\\.  1888 

Graham,  Dr  i;.  lUlfour,  Leven,  Fife,     .  1^93 
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Cray.  DrJ    A.,  4  Wolseley  Terrace,     .             .             .             .  19(17 

]>«r)         (ireen,  J)r-loliii  Li<<ert\vo()(l,  23  Minto  Street,  .             .             .  1902 

Cregory,  ])r  "W.  IL,  North  Bar  Street,  Beverlev,  Vorks,           .  1893 
r,ve\'^,   J)r   F.   .1.,   l.t.-Col.    K.A.iM.C,    16    .Melville    Terrace, 

Stirliiii^r,      .             .             .             .             .             .              .  1906 

r.uiiii,  l)i' J.  A..  39  Moriiiii.irside  Drive,              .              .              .  1906 

(Jutliiie,  Dr  A.  C^owaii,  21  l''ilri,i,'Street,             .             .             .  1888 

190          Haiiiiltoii,  J)r  J.  K.,  Elm  Uoirs'e,  Hawick,         .              .              .  1879 

Jlanip,   l)r  J.  Walton,  Peiiii  Road,  WolverlKUiqitoii,  .             .  1886 

llarlcy,  J)r  R.  J.,  102  Preston  >ie\v  Road,  lil.ickliurii.              .  1905 
Jlarliii,     I)r    Francis    W.,    Peak    ])o\vns    District    Hosj.ital, 

Clermont,  Queensland,       .             .             .             .             .  1900 

]lari)er,  ])r  R.  A.  J.,  13a  Abbey  lioad,  J5arro\v-iu-Furncss,     .  1901 

19.')  Ilarvi'v,    Dr  Cbai'les,  Ijccklord   Lodjf(!,  Sav-la-ilar,  .laiiiaicn, 

W.L,           .             .             .          '   .             .             .             .  1889 

Ilarvev,  Dr  James,  7  Pdenlwini  Place,.             .             .             .  1891 

Hanltain,  Dr  F.  W.  N.,  12  Charlotte  S'luare,  .             .             .  1884 

Havelock,  Dr  .lohn  G.,  Sunnyside,  jVIontrose,  .             .             .  1888 

Hay,  Dr  Henrv,  11  (ireat  King  Street,              .             .             .  1879 

2o0         Heilier,  Dr .].  P,.,  V.7  Park  Sijnare,  Leed.s,          .             .             .  1904 

Helm,  Dr  John  H.,  Clarence  Cottage,  Ratho,  .             .              .  1888 

Helm,  Dr  R.  Dundas,  13  Portland  Square,  Carlisle,                    .  1892 

Helme,  Dr  G.  Edgar,  Gloucester  1  louse,  Rusliolme,  Maiiehester,  1  S9ri 
Henderson,  Dr  Alexander,  c/o  Rev.  George  Hender.son,  Jl.A.. 

P..D.,  U.F.  Mnnse,  Mouzie,  Crietr,    '          .             .             .  1891 

2CT.         Hewat,     Dr     A.     Middleton,     Borough     Isolation    Ilosi.ital. 

Derby,         .             .             .           '.              .             .             .  1907 

Hewetsou,  Dr  J.,  Holmtield,  Reigate,  .             .                           .  1881 
Hindmarsh,  Dr  Edwin,  JIozuH'erpore,  Tirhoot  State  Paihvay, 

Bengal,  India,         ......  1895 

Hobson,'Dr  H.  Overton,  A'illa  Sakkara,  Helouan,  Egvpt        .  1901 

Hoggan,  Dr  Robert.  Liberton  Park,  LiVierton,  .             ."             .  1894 

210         Holniested,  Dr  C.  W.,  Tuxford,  NewMrk.  Notts,          .             .  1900 

Howard-Jones,  Dr  j^l.  H.,  17  Cornwall  Street,               .              .  1910 
Hughes,     Dr     Percy    T.,    County     Asylum,     Broomsgrove, 

Worcestershire,        ...              ...  189;') 

Hunter,  Dr  George,  33  Piilmerston  Place,         .             .             .  1881 

Hutchison,  Dr  Alice  M..  204  Bruntsfield  Place,             .              .  1905 

21.''i          Ingli.s,  Dr  Elsie  M.,  8  Walker  Street,    ....  1901 

Jamieson,  Dr  Hugh,  1  Sfratheain  Road             .              .              .  1889 

.lainieson,  Di'  J.  Boyd,  43  Geoige  S(juaie,          .              .              .  1900 

.lardine,  Dr  Robert,"  20  Poyal  Cre.scent,  Glasgow,  W.,               .  1897 

JoluLston,  Dr  Robert  B.,  Bishopvards,  Penrith,             .             .  1903 

220         Johnston,  Dr  P.  J.,  18  George  Squnre,               .              .              .  1899 

Johnstone,  DrR.  W.,  10  Alva  Street,                .             .             .  1903 

Jones,  Dr  W.  Llewellyn,  .'.8  Thomas  St.,  Merthvr-Tydvil,       .  1903 

Keay,  Dr  J.  AV.,  13  Alva  Street,            .             ."           .             .  1903 
Keiller.  I'rof.  Wm.,   210   Lew    P.uilding,  Galveston.   Texas, 

U.S.A.,        .             .            ■.             .    '          .             .              .  1890 

225         Keir,  Dr  Ian  C,  The  Limes,  .Alelksham,  Wilts,              .             .  1903 

Ker,  Dr  Claude  B.,  City  Hospital,  Comiston  Poad,       .              .  1894 

Kerr,  Dr  J.  M.  j\Innro,"7  Clairmont  Gardens,  Glasgow,             .  1894 

Kerr,  Dr  J.  Wishait,  107  Greenliead  Street,  Glasgow,               .  1901 
King.   Dr   J.   K.,    The    Glen    Springs   Sanitorium,    Watkins, 

New  York,  U.S.A.,  .           .             .             .             .             .  1884 

230         Kirk,  Dr  Robert,  Rowan  Bank,  Bathgate,         .             .             .  1887 

Kynoch,  Professor  Campbell,  8  Airlie  Place,  Dundee,  .             .  1892 

Lackie,  Dr  James  Lamond,  7  Pandolph  Crescent,         .             .  1889 

Langwell,  Dr  H.  G.,  4  Hermitage  Place,  Leith,            .             .  1891 
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Date  of 
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Lawreiict-,  Dr  H.  iJiitliveii,  Soiiili  African  Union,  14  Ijiiccleiuli 

Place,           .......  1908 

23r>         Ludser,  Dr  A.  (J.  !{.,  Wcstciton,  Cupimli,  L;in<a^hirc              .  1900 
Lee,    Dr    Heilieit    E.,    Coolabah,    ISclinoie   Street,    liurwocxL 

N.S.W.,  Australia,              .....  18J»'2 

Littlejohn,  Professor  Harvey,  11  Rutland  .Street,          .  1890 

Lochliead,  Dr  James,  10  Grosvcnor  Street,        .             .             .  1904 

Loekhart,  Dr  F.  A.  L.,  "2:3  Mackay  Street,  .Montreal,  Canada,  .  1890 

240         Lorinur,  Dr  Duncan,  74  Bruntsfield  Place,      .             .  1906 

liOw,  Dr  1!.  Cranston,  7  Castle  Terrace,             .             .             .  1902 

Lyell,  Dr  John,  15  Marshall  Place,  Perth,        .             .  1901 
Lvle,    Dr    R.    P.    Kanken,   11    Ellison    Place,    Xewcastle-on- 

Tvne,             .              .             .             .             .             .  1901 

Mac  Arthur,  Dr  D.  C.  Aberfeldv,          ....  190:: 

•245         M 'Call,  Dr. John,  251!  Abercron'iby  Terrace,  Portoliello,            .  ISSf. 
M'Cann,   Dr  V.  J.,    14  Winipole  Street,  Cavendish  Si|UMrt , 

London,  W.                          .             .             .             .             .  189«> 

.Macdonald,  Dr  A.  G.,  lif;.  Isle  of  Skye            .             .             .  190:*, 
Macdonald,  Dr  Ati<(us,  27  .Manor  Place,             .             .             .  1897 
Macdonald,  Dr  John,  Marathon  House,  Ciipar-Kilc.     ,              .  1902 
•J50         Macdonald,  Dr  W.  Fraser,  1(!  I'>uikinj,diani  Ter.,  Glasj,'o\v,  \V..  1SS4 
.Macdonald,  Dr  \\ .  Fraser,  Olive  Lodj,'e,  Polwarth  Terrace,      .  1910 
M'Ewan,  Dr  Peter,  1  Pavilion  'I'errace,  Scarborougli,  .             .  1905 
.M'Gibbon.'Dr  John, -24  Melville  Street,            .             .              .  1902 
.MacGre-^or,  Dr  Alastair,  Fugle  Cliff,  Greenhithe,  Kont,            .  1905 
255         MacGregor,  Dr  A.  v.,  Durham  House,  West  Hartlepool,         .  1895 
Macf,'re<ror,  Dr  G.  S.,  15    l{uckin<,diam  Terra.'c,  Glasgow,  W.,  18S8 
M'llwraith,  Dr  Kennedy  C,  54  Avenue  Kd.,  Toronto,  Canada,  1901 
.Mackav,  Dr  George,  Kildolton,  11  Hermitage  Drive,  .  1879 
.Maikav,  Dr  W.  P..,  2o  Castlegatc,  i'.erwick-on-Twced.             .  1899 
260         M'Ken'drick,  Dr  Archd.,  27  Chalmers  Street,    .             .             .  1906 
Mackenzie,  Dr  Robert,  Napier,  Nairn,             .             .             .  1887 
Mackenzie,  DrT.  C,  Ruigh-Ard,  Inverness,    .              .             .  1900 
M'Kerron,  Dr  K.  (iordon,  1  Albyn  Place,  .\berdeen,    .             .  1896 
Mackie,  Dr  (Jeorge,  Boyd's  Lodge,  Malvern,  Worcestershire.  1900 
265         .Mackin,    Dr   Patrick,    12   Ingestre    Street,  Wellington,    New- 
Zealand,       .......  1895 

.Mackness,  Dr  G.  Owen  C,  Fort  Street  House,  P.ronghty- Ferry.  1887 

Maciagan,  Dr  D.  W.,  Kaponga.  Taranaki,  New  Zealand,  1901 

M'Laren,  Dr  John,  39  Lauriston  Place.             .             .  1910 

.M'Larty,  Dr  .Malcolm,  7  P.ellevue  Place,           .             .  1900 

2ru         M'Lean,  Dr -Vrchibald,  Crosshouse,  Kilmarnock.          .             .  1890 

Maclean,  Dr  Ewen  J.,  12  Park  Place,  Cardill".                .  1902 

.Macleod,  Dr  J.  A.,  The  Asylum,  Inverness,       .                            .  1907 
.M'Master,   Dr  A.    C,    Erinholm,    Hopetoun    St.,    Auckland, 

New  Zealand,          ......  1906 

Macndllan,  Dr  John,  48  George  S<|iiare,             .             .              ,  1897 

275         M'.Morland,  Dr  J.din  P...  19  Merchiston  Ganlens.         .             .  1906 

.M'.MorlamI,  Dr  i;.  P..  19  Merchiston  Gardens,              .             .  1907 

MacKae,  Dr  John,  Lvnwood,  MurravfieM,                                   ,  189:5 

MacVie,  Dr  S.,  Herb'ertknowe.  Chirnsidr,                                   .  1881 

.M'Watt.  Dr  John,  Morelands.  Duns,     ....  1879 

280         .Macwatt,   Dr   R.  C,    Lt. -Colonel    I.  M.S..    ./o   M.ssrs    King, 

King  k  Co.,  Post  onice  Box  No.  110,  Bombay,  India,  1885 

M.alcolmson.  Dr  .Mexamler  M..  Dalveen,  Corstorphine,  1901 

.Mallace,  Dr  A.  C.  30  .Morningsi<Ie  Park,         .             .  1908 

MarshidI,  Dr  G.  P.alfour.  19  Samlvford  Place,  Glasgow.  1891 

Marshall.  Dr  William,  Milnathort,       ....  1^H4 

265         Martin,  Dr  Angus.  25  Northumberland  Sfpiare,  North  Shicld>.  1906 
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Date  of 
Admission. 
Martin,  Dr  C'liarles,  L)aj,'(iiliaiii   House,  Ncwtdii  AIi)iot,  S'outli 

Devon,         .......  1892 

Martin,  Di-.l.  \V.,  Cliartfrhall,  Xewlirid^T,  DunifVics  •  1887 

Mathcson,  Dr  A.  A.,  41  George  Square,  .  .  .  1887 

Matheson,  Dr  R.  Muriloeli,  .33  Buecleueh  Place,  .  .  1897 

290         Mathewsou,  Dr  ii.  D.,  6  Castle  Terrace,  .  .  .  1905 

Meiklc,  Dr  J.  Hally,  12  Midinar  Ganleu.s,         .  .  .  1906 

Mcnzies,  Dr  David,  20  Rutland  Square,  .  .  .  1877 

Michael,   Dr  Gustave,  Bajduini  House,  IS.')  West  End  I^ane, 

West  Hainpstead,  London.  N.W.,  .  .  .  1885 

.Millard,  Dr  W.  AV.,  .Aliddlefield  House,  Leitli  Walk,    .  .  1884 

295         Miller,  Dr  Alexander,  1  Royal  Terrace,  Cro.sshill,  Glas^ov/,      .  1902 

Miller,  Dr  W.  H.,  51  Northunilierland  Street,  .  '.  .  1886 

Milligan,  Dr  Harlev  P.,  Hessle,  Kast  Yorks,    .  .  .  1908 

Milne,  Dr  W.  M.,  10  Newington  Road,  .  .  1898 

Mitchell,  DrC.  R.  P.,  The  Chase,  Malvern,     .  .  .  1906 

300         Mitchell,  Dr  G.  B.,  1  Skinner  Street,  Whithy,  .  .  1893 

Montgomery,     Dr    .lohn,    The     Highlands,     Balsall     Heath, 

Birmingham,  ......  1895 

iloorhouse,  Dr  J.  Ernest,  6  Melville  Terrace,  Stirling,  .  1892 

More,  Dr  John,  Rothwell,  Kettering,   ....  1908 

Morison,  Dr  Albert  E.,  .Mowbray  A'illa,  Sunderland,  .  .  1888 

305         Morris,  Dr   S.  Glanville,   Brvn-y-Delyn,  Mardy,   Glamorgaii- 

.shire  .  .  "    .  '.  .  '  .       "      .  1894 

Moses.  Dr  0.  St  John,  Medical  College,  Calcutta,  India  .  1900 

Mowat,  Dr  .lohn,  5  Hope  Park  Terrace,  .  .  .  1884 

Munro,  Dr  J.  Ramsay,  Sutterton,  Boston,         .  .  .  1901 

Murray,  Dr  James,  51  Great  King  Street,         .  .  .  1879 

310         Xapier,   Dr  A.  D.  Leith,    28    Angas  Street,   Adelaide,   South 

Australia,    .  .  .    "         .  .  .  .  1878 

Nicholson,  Dr  H.  Oliphant,  20  Manor  Place,    .  .  .  1900 

Ogden,  Dr  0.  Watson,  38  Jesmond  Road,  Newcastle-on-Tyne,  1900 

Ogilvy,  Dr  Stewart  Grant,  Fairmont,  Fauldhouse,       .  .  1895 

Oliphant.  Dr  E.  H.  Lawrence,  23  Newton  Place,  Glasgow.        .  1885 

31 5         Orbell,  Dr  Konald  S.,  36  Royal  Terrace,  Dunedin.  New'Zealand,  1907 

Orr,  Dr  John,  Heather  Lea,  Clarendon  Road,  Eccles,  Lanes.,    .  1887 

Orr,  DrW.  Basil,  13  Braid  Road,  ....  1889 

Osier,  Dr  AV,  D.,  11  Montgomery  Street,  .  .  .  1906 

Paterson,  Dr  G.  Keppie,  19  Albany  Street,        .  .  .  1882 

320         Paterson,  Dr  G.  W.  Simla,  147  Bruntstiehl  Place,         .  .  1896 

Patterson,  Dr  F.   Porter,   F.K. C.S.Ed.,  203  Dominion  Trust 

Building,  Vancouver,  B.C..  .  .  .  .  1909 

Patton,  DrW.  Scott,  Capt.,  LM.S.,  "Scotts  Burn,"  Landour. 

Mu.s.soorie,  N.W.P.,  India,  ....  1901 

Pear.son,  DrC.  Mowbray,  14  Manor  Place.  .  .  .  1902 

Peddie,  Dr  H.  Anderson,  24  Palmerston  Place,  .  .  1882 

325         Perigal,  Dr  Arthur,  New  Barnet,  Herts,  .  .  .  1887 

Pirie,  Dr  John,  Moss  Side,  New  Deer,  Aberdeenshire,  .  1888 

Playfair,  Dr  John,  5  Melville  Crescent,  .  .  ■  1873 

Poole,  Dr  T.    D.,  North  Side   House,  Linthwaite,  Hudders- 

field 1890 

Porritt,  Dr  E.  E.,  Wanganui.  New  Zealand,     .  .^  .  1897 

330         Porteous,    Dr  J.    Lindsay,    83  Warburtou    Avenue,    Yonkers, 

New  York,  .  .^  .  .  .  •  •  1875 

Porter,  Dr  Frederick,  65  Morningside  R(.ad,      .  .  .  1904 

Potts,  Dr  W.  A.,  118  Hagley  Road,  Edgbaston,  Birmingham  1897 
Prentice,     Dr    W.     H.,    Brunswick    Terrace,    Broad   Street, 

Pendleton,  Manchester,      .  .  .  .  •  1901 

Price,  Dr  A.  W.  Gordon,  9  Grange  Road,  .  .  .  1890 
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..:;:         I'll. r,  1)1- E.  K.  T..  1  Mi.l.ll.'l.y  Str.'.t,  .  .  .  1890 

I'rimrosf,  Dr  Alix.,  100  ('..llt'^ie  StiXM-t.  Toronto,  C;iii;iil:i,         .  1887 

riiiij,'!.-,  Dr  J.  Hojiiirth,  172  Until  Stri-et,  (;la.sgo\v,       .  .  1886 

Troinlfoot,  Dr  Thomas,  30  Liiuri-stoii  Pla.'f,       .  .  .  1884 

K.il.ii'fliiiti,    Dr   A.    H.,    c/o   H.    A.   .Ii'tlVev,    Jvs.).,   Solicitor, 

13  Cli.-apsi.l.'.  l',ra.llor«l,  Yorkshir.-,       "      .  .  1903 

310         IJoi.l,  Dr  H.  S.,  6  K.w  Tmaw,  ....  1907 

J{ei.l,  Dr  W.  L.,  7  Koyal  Cri'.sci-nt,  W.,(;las^'o\v,  .  .  1880 

IJcikIcII,    Dr    Herbert"  1!.,    P.O.    lio.x    60fi,   St   .lolm's.    New- 

foiiii.llaiMl,  .  .  .  .  .  .  1882 

Kitdiic,  Dr. laiiK's,  22  Charlotte  Square,  .  .  1880 

llitehie,  Dr  W.  T.,  9  Atholl  Pla.-e,        ....  1899 

3ir.         Kobart-s.  Dr  Henry  H.,  1  Weniyss  I'la.e,  Ha.l.liii;?toii,  .  1904 

Koljerton,   Dr    Ernt-st,   Cotele   House,  Svnioiul   Street,  .\uek- 

Ian«l,  New  ZcahnKl,  .  .  "  .  .  .  18S7 

Roberts,  Dr  D.  Lloy.l,  11  St  .John  Street,  Manchester,  .  1906 

Kobert.s,    Dr   Ernest   T.,  42    IJiimlolpli   (Janlens,    Broonihill, 

(Tlas<;ow,     .......  1890 

IJoberts,  Dr  K.  \\'.,   IbonwyHa,  (;ran','e  Street,   Port  Talbot, 

(Maniorj^anshire,      ......  1894 

3.'iO         Jtobertson,   Dr  Georf,'e,   Praebead,  Yiewtiebl  Place,   Dnnferni- 

Hne,  .  .  .  .  .  .  1901 

Robertson,  Dr  l.'obert,  26  Royal  Circus.  .  .  .  1897 

Pobertson.    Dr  W.   P,.,  St  Anne'.s,    101  Thurlow  Park  Road, 

Diihvieh,  London,  S.E.,      .....  1870 

Robertson,  Dr  W.  (I.  Aitchison,  2  JIayfield  Gardens,  .  .  1889 

Robinson,  Dr  H.  Sha](ter,  Talt'ourd  Hou.se,  78  Peckhani  Roail, 

Caniberwell,  Louilon,  S.E.,  .  .  .  1890 

355         Jtonaldson,  Dr ']'.  R.,  8  Charlotte  Si|uare,  .  .  1877 

Rosa,  I )r  Albert  P.,  28  Pitt  Street,         .    '  .  .  .  1893 

Ross,  Dr  A.  Aitken,  8  Newin'jton  Road,  .  .  1910 

Ross,  Dr  T.  AV.  K.,  26  Windsor  Piaee,  Carditr,  .  1904 

liussell,  Dr  W..  3  Walker  Street,  ....  1890 

360         Saleebv,  Dr< '.  W.,  13  Greville  Place,  S)  .lohn's  Wood,  London, 

N.W.,  .  .  .  .  .  .  1902 

Sandstein,   Dr  Alfred  C.,  23   Latimer  Sipiare.   Christ. Inircli, 

New  Zealand,         .  .  .  .  .  .  1898 

Saunilers.  Dr  F.  A.,  Hill  Street,  Graliamstown,  <  ajie  Colouv, 

S,.ulli  AlViea,  .  .  .  .  .  ".  1885 

•Scholield.  Dr  Linn  .1.,  Warrensbnr.i,'.  Mo..  r.S.A.,       .  .  1893 

Sdater,  Dr  W.  0..  Palmer  Memorial  Hospital,  .Lurow-on-Tvne  1906 

■  ','>:>         Scott,  Dr  Alexander,  The  Firs,  Iboxbnrn,         .  .  .  1906 

Scott,  DrT.  i;.,  13  Hi;rh  Street,  Musselbur<;h.  .  .  1880 

Secor.l.  Dr  E.  1{.,  112  JLuket  St.,  Prantlord.  Ontario,  <  anada.  1902 

Shaw,  Dr  C.  .F.,  Ar>,'vle  and  P.ute  Asylum,  Loeb^'ilphead  .  1903 

Shearer.  Dr  Alfred,  The  jiank.  Newtown,  N.  Wales,  .  .  1898 

•".70         Shi.|.lier.l,    Dr    P.    W.,   Svlenhani    Housi',  Poiitefract    Lane, 

L Is,  .    ■         .  .  .  .  .  1908 

Simpson,    Dr   Archibald,   107  Church  St.,  Tranent.     .  1906 

Sinijison,  Dr  F.  D.,  9  Hamjiton  Terrace,  .  .  1000 

Sli;;lit,  Dr. F.  D..  61  Lon.lon  Roa.l.  Leicester,  1S9.S 

Sloan,  Dr  Allen  T.,  22  Abercromby  Place.         .  .  .  1893 

">7'>         Sloan,  DrS.,  .f)  Somerset  PL,  Sauchiehall  St.,  We.st,   Gla.sgow,  1885 
Smart,  Dr  David,  74  IIartinj,'ton  RiJ.,  Seftou  Park,  Liverpool, 
Smith,  Dr(;.  H.   Walton,  Pendower,  O.\ford  St.,  Paddin<,'toii, 

Sydm-y,  Australia.  ......  1892 

Smith.  Dr  Gains  T..71  Churcli  Street.  Moncton.  New  P.ruuswick. 

Canada,       .  .  .  .  1891 

Smith,  Dr  .lame-,  I  P.runton  Pla.-',       ....  l.**91 


1882 
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380         Siiiitli,  I)r  .loliii,  KiikWyiul,  Kirk.alily, 

Smith.  Dr   AV.  l!;niisay,  Central    Hoard   of  llealtli,   Adelaide, 
South  Australia,     ...... 

Smith,    ])r    AV.    Torrance,    71     Woodlands    Road,    Aij^flmith, 
Liverjiool,  ....... 

Sneddon,  Dr  William,  Logan  Bank,  Cupar-Fife, 

Sonievville,  Dr  C  W.,  London  Mission,  Wuchang,  hy  Hankow, 
Central  China,         ...... 

.38r»         Somerville,  Dr  James  W.,  12  Abbotsford  Road,  Galashiels, 

Stark,  Dr  J.  Nigel,  4  Newton  Place,  Charing  Cross,  Glasgow, 

Stephen,  Dr  W.  A.,  Loftus-in-Cleveland,  Yorkshire,    . 

Stephenson,  Professor  Wni.,  :'>  Rubislaw  Terrace,  Abei'deen     . 

Stevens,  Dr  John,  78  Polwarth  Terrace, 
390         Stewart,  Dr  A.  D.,  8  Rrougham  Place, 

Stewart,  Dr  J.  S. .  15  Merchiston  Place, 

Stewart,  Dr  R..  2.')  George  Square,         .... 

Stirling,  Dr  R.j  4  Atholl  Place,  Perth, 

Strain,  Dr  Arthur  C,  Latliland  House,  West  Hartlepool, 
395         Stumbles,  Dr  H.  M.,  Amble  House,  Amble,  Northumbevlaud, 

Sturrock,  Dr  J.  F.,  Arima,  P)roughty-Ferry, 

Sullivan,  Dr  John,  34  Gilmore  Place,    .... 

Tannahill,  Dr  W.  1!.,  40  ]\largaret  Street,  Greenock    . 

Taylor,  Dr  David  P.,  St  Helen's,  Ayton, 
400         Taylor,  Dr  William,  ] 2  Melville  Street, 

Taylor,  Dr  W.  Macrae,  8  M.'lville  Street, 

Teaclier,  Dr  Charles  C,  Craigend,  North  Derwick, 

Temple,  Dr  G.  H.,  Ailantlius,  Weston-super-Mare, 

Tennant,     Dr     Jolni,     89     Frodingham     Road,    Scunthorpe, 
Doiicaster,  ....... 

405         Thatcher,  Dr  C.  H.,  8  Melville  Crescent, 

Thin,  Dr  Robert,  25  Abercromljy  Place, 

Thomas,  Dr  G.  Crewdson,  10  Chester  Square,  London,  S.W.,  . 

Thompson,  Dr  F.  E.,  20  Park  Avenue,  Montreal,  Canada, 

Thompson,  Dr  Herbert  P.,  7  SpriDgtield  Aveuue,  Harrogate    . 
410         Th.ompson.  Dr  James  L.,  Castlemaine,  A^ictoria,  Australia, 

Thomson,  Dr  A.  D.  R. ,  19  Bridge  Street,  Musselburgh, 

Thomson,  Dr  John,  14  Coates  Crescent, 

Thomson,  Lr  T.  J.,  31  Morningside  Road, 

Thyne,  Dr  T.  J..  16  Randolph  Crescent, 
415         To(l,  Dr  John,  t37  Ferry  Road,  Leith,    .  .  .  . 

Tristan,  Dr  R.  J.,  28  Carolgate,  Retford,  Notts, 

Turnbull,  Dr  A.  PI,  West  Pinkerton,  Dunbar, 

Underbill,  DrT.  Edgar,  Dunedin,  P)arnt  Green,  Worcestershire, 

A'assie.  Dr  Alexander  H.,  98  Priory  Road,  West  Hampstead, 
London,  N.W.,        .  .  .  . 

420         Venters,  Dr  Isabel,  6  Archibald  Place, 

Vickery,  Dr  W.  H.,  1  Trewartha  Park,  Weston-super-Mare,  . 

Walker,  Dr  Arthur  S.,  School  ]»oard  Gtfices,  Leith 

Wallace,  Dr  Aln-aham,  39  Harley  Street,  London,  W., 

Wallace,    Dr    R.    W.   L. ,  The    Hospital,   Assouan   Reservoir, 
Upper  Egypt,  ...... 

425         Watson,  Dr  1!.  P.,  7  Castle  Terrace,       .... 

Watson,  Dr  R.  IL,  TrereiHe,  Roche,  R.S.O.,  Cornwall, 

AVangh,  Dr  John,  36  Finsbury  Pavement,  London,  E.C. , 

Web.ster,  Dr  A.  D.,  IS  Minto  Street,   .  .  .  . 

AVebster,  Prof.  J.  C,  706  Reliance  Building,  100  State  Street, 
Chicago,  U.S.A.,    .  ,  .       '      . 

130  Wemyss,   Dr  H.   L.  AVatson,   Westbourne  Honse,    Ijroughty 

Ferrv.  ...... 


Date  of 

Adinisaion 

1885 

1892 

1906 

1888 

1902 
1902 
1908 
1894 
1861 
1894 
1906 
1884 
1885 
1892 
1904 
1903 
1887 
1902 
1907 
1896 
1868 
1895 
1887 
1888 

1902 
1877 
1891 
1899 
1902 
1906 
1894 
1877 
1887 
1902 
1887 
1892 
1887 
1909 
1879 

1891 
1907 
1892 
1906 

1879 

1 905 
1902 
1896 

1881 
1881 

1889 

1910 
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W'hiU:    1)1    A.    L.,   Taiitiillon,    Manchester   Koad,   Castletoii. 

near  MaiiclicstiT,     ..... 
Wilkio,  I)r  .lames,  .Silvilk-  House,  I'ortobelii).  . 
Wilkinson,  Dr  (icoiiie.  3  Din^'le  Mill,  Liverpool,  S..   . 
Will,  Dr.I.  C.  ();rilvir,  17  I'.on-.Ac-conl  Sciuure,  Aberdeen, 
Williams.  I)r  J.   T..  I.Iwvnyi'ia,  IMinmlda  Valley,  Glamor<,'aii 
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TEANSACTIONS 

OP   THE 

EDINBURGH  OBSTETRICAL  SOCIETY, 

FOR  SESSION  LXXL,  1909-1910. 


Meetestg  I. — November  10,  1909. 
Professor  W,  Stephenson,  President,  in  the  Chair. 

I.  The  Treasurer  {Dr  Wm.  Craig)  made  his  Annual  State- 
ment, which  is  given  below : — 

IXCOME. 

Balance  from  Session  1907-1908 £566     1     2 

Arrears £10  16     0 

Bank  Interest  on  Deposit  Receipts,  .  .  .18  2 
Interest  on  Consols,  .  .  .  ,  .  .602 
Interest  on  N.  B.  R.  Debenture  Stock,  .  .  .  8  10  10 
Entrance  Fees  from  10  new  Ordinary  Fellows,  .  10  10  0 
Annual  Contributions  from  362  Ordinary  Fellows,  90  10  0 
Composition  for  Life-Membership  from  2  Ordin- 
ary Fellows 10  10     0 

Transactions  sold,  .         .         .         .         .         .      5  10     7 

143  15     9 

i.709  16  11 


EXPENDITURE. 

Bank  Cheque  Book, £0     2     6 

Corporation  Duty, 0  14  10 

Income  Tax, 0  12     3 

Shorthand  Reporter,     .         .         .        .         .         .770 

Commission  to  Collector,       .         .         .         .         .      1  10    0 

Door-keeper's  Salary,    .         .         .         .         .         .      1  12     0 

Oliver  &  Boyd's  Account  for  Vol.   XXXIV.  of 

Society's  '/Vansac^/ows  (560  copies),  .         .  121     6     2 

Oliver  &   Boyd's  Account  for  Printing  Billets, 

Postages,  etc., 26     6     0 

Rent  of  Rooms  and  Carriage  of  Books,        .         .      4  10    0 

Waterson  &  Sons'  Account, 2  17     1 

A.  H.  Baird's  Account; 14     0 

Editor  and  Secretary — Postages,  .         .         .         .      0  11     9 

£168  13     7 

"Balance  to  New  Account, 541     3     4 

£709  16  11 

*  Of  this  Balance,  the  sum  of  £250,  10s.  Grl.  is  invested  in  2i  per  cent.  Consols, 
and  the  sum  of  £254,  16s.  in  3  per  cent.  N.B.R.  Debenture  Stock. 
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The  accounts  were  audited  by  Dr  Javics  liitchie  and  Dr 
J.  W.  Ballantyne,  and  found  correct. 

Dr  J.  W.  Ballantyne  moved  a  hearty  vote  of  thanks  to  the 
Treasurer,  which  was  unanimously  accorded. 

II.  The  following  gentlemen  were  elected  Ordinary  Fellows 
of  the  Society: — Eobert  Brodie  Anderson,  M.D.,  F.K.C.S.E., 
Winnipeg,  Manitoba,  Canada;  Cleorge  Scott  Carmichael,  M.D.,. 
25  Braid  Koad,  Edinburgh;  William  James  Crow,  M.B.,  Ch.B., 
108  Morningside  Eoad,  Edinburgh;  AV.  Kelman  Macdonald, 
M.B.,  Ch.B.,  Eoyal  Maternity  Hospital,  Edinburgh;  Frank 
Porter  Paterson,  M.D.,  F.P.C.S.E.,  New  Carlisle,  Quebec, 
Canada. 

III.  The  Society  then  proceeded  to  the  election  of  Office- 
bearers for  the  present  Session,  and  the  President  announced 
the  result  as  follows: — President  Dr  Haultain;  Vice- Presidents, 
(Senior)  Dr  Freeland  Barbour,  {Jiniior)  Dr  Lamond  Lackie;^ 
Treasurer,  Dr  Wm.  Craig;  Secretaries,  Dr  Angus  Macdonald, 
Dr  B.  P.  Watson  ;  Librarian,  Dr  Lamond  Lackie ;  JEditor  of 
Transactions,  Dr  Macrae  Taylor;  Members  of  Council,  Dr 
J.  W.  Ballantyne,  1  )r  W.  H.  Miller,  Dr  A.  M.  Easterbrook,  Dr 
W.  E.  Fro.st,  Professor  Stephenson,  Dr  Barbour  Simpson,, 
Dr  Frederick  Porter,  Dr  F.  D.  Simpson. 


VALEDICTORY   ADDRESS.  3 

IV,  The  retiring  President  {Professor  Stephenson)  delivered 
his  Valedictory  Address. 

VALEDICTORY   ADDRESS. 

Gentlemen,  Fellows  of  the  Obstetrical  Society, — Quickly, 
pleasantly,  and  profitably  have  the  two  years  passed  during 
which  I  have  presided  over  your  meetings.  The  term  of  office 
now  expires,  but  the  honour  you  conferred  on  me  of  adding 
my  name  to  the  list  of  your  Presidents  will  endure  as  long 
as  this  Society  itself. 

Again  would  I  express  my  heartfelt  thanks,  all  the  more 
because  exceptional  circumstances  are  connected  therewith. 
In  your  choice  of  President  you  went  far  afield.  Tor  better  or 
for  worse,  after  my  transference  from  Edinburgh  to  Aberdeen 
thirty-four  years  ago,  my  connection  with  the  Society  dwindled 
into  that  of  "  Corresponding  Fellow,"  whatever  that  term  may 
imply — certainly,  in  my  case,  the  function  was  fulfilled  by  not 
once  contributing  to  the  Transactions.  However,  I  have  now 
developed  into  a  so-called  "  Ordinary  Fellow,"  and  I  fondly 
hope  I  may  not  again  relapse  into  my  former  state.  Let  the 
interest  I  have  felt  in  the  work  of  the  Society  during  these  two 
sessions  atone  for  my  previous  remissness.  The  pleasure  I  have 
enjoyed,  and  the  kindness  and  hospitality  I  have  received,  have 
well  repaid  the  journeys  up  to  town.  These  have  afforded 
regular  periods  of  rest  and  refreshment  to  mind  and  body.  No 
small  part  of  the  pleasure  has  been  the  renewal  of  friendships 
formed  in  early  days.  Many  members  have  passed  away,  but 
I  rejoice  to  see  some  of  "  the  old  familiar  faces  "  still  around 
the  table.  An  additional  benefit  has  been  making  the  personal 
acquaintance  of  the  younger  men,  who  are  so  ably  and 
enthusiastically  carrying  on  the  work  of  the  Society.  Often 
have  I  felt  that  frequenting  the  meetings  of  our  brethren, 
wherever  they  are,  is   an   invaluable   aid   in    maintaining   the 
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spirit  of  youth,  and  in  resisting  the  inroads  of  age.  The 
softening  of  brain-interests  is  an  early  sign  of  senihty. 

One  evening,  when  glancing  over  the  last  volume  of  Tro.iis- 
actions,  I  was  startled  to  find  in  the  chronological  list  of 
Ordinary  Fellows,  that  my  name  comes  first,  with  the  date 
1861.  I  gladly  note,  however,  that  I  am  not  the  senior 
member.  The  doyen  of  the  Society  is  the  ^•enerable  Dr  George 
Skene  Keith,  who  joined  in  1845,  and  whose  marked  vitality 
and  strength  confirm  the  force  of  his  "  Plea  for  a  Simpler  Life." 
I  may  take  the  liberty  of  adding  that  he  was  an  alumnus  of 
Marischal  College,  Aberdeen,  in  the  years  1834  to  1837, 
graduated  M.D.  in  Edinburgh  1841,  and  that  in  189G  Aberdeen 
University  conferred  on  him  the  honorary  degree  of  LL.D. 

The  next  in  seniority  is  one,  the  appreciation  of  whose 
services  you  recently  expressed  by  elevating  him  to  the  position 
of  Honorary  Fellow,  the  Emeritus-Professor  of  Midwifery,  Sir 
Alexander  E.  Simpson,  LL.D.  He  joined  in  1858.  How  keen 
and  continuous  his  interest  in,  how  abundant  his  services  to 
the  Society,  you  all  know.  Long  may  he  be  spared  and  able  to 
move  amongst  us. 

A  Corresponding  Fellow  joined  in  1860 — George  Milburn, 
M.R.C.S.,  of  London.  He  does  not  appear  to  have  contributed 
to  the  Transactions.  Though,  strictly  speaking,  this  places  me 
fourth  in  seniority,  yet  I  may  regard  myself  as  second  amongst 
the  active  members. 

I  rejoice  to  note  the  continuous  prosperity  of  the  Society, 
now  entering  on  its  seventy-first  session.  The  membership  is 
well  maintained,  the  attendance  at  the  meetings  shows  no 
falling  off,  the  character  of  the  papers  read,  the  number  and 
nature  of  the  specimens  shown,  indicate  much  activity  in  the 
fore -rank  of  obstetric  and  gyncecological  advance.  AVhat  the 
Society  is  suffering  from  is  a  plethora  of  interesting  contribu- 
tions compared  with  the  time  available  for  their  discussion. 
This  has  been  noticeable  on  several  occasions. 
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It  has  happened  that  a  scientific  contribution  has  preceded 
one  of  great  practical  interest ;  the  subject  of  the  former,  most 
interesting,  but  on  which  few  can  speak,  whilst  the  latter, 
which  many  could  criticise,  comes  on  so  late  that  it  is  hurriedly 
read,  and  little  or  no  time  is  left  for  discussion.  The  benefit  of 
many  a  good  paper  is  thus  lost,  and  little  satisfaction  given  to 
the  author  for  the  pains  he  has  taken  in  its  preparation.  The 
President  and  Secretaries  should  be  granted  some  discretion  and 
power  in  accepting  contributions,  and  determining  when  they 
should  be  read.  It  also  would  give  variety  once  in  a  session 
were  some  particular  night  or  special  meeting  allotted  for 
discussion  of  some  subject,  as  is  done  in  the  meetings  of  the 
British  Medical  Association. 

It  is  a  fitting  custom  for  the  retiring  President  to  make 
reference  to  the  members  who,  during  his  term  of  office,  have 
been  taken  from  us  by  death.  During  these  two  years  the 
shadow  has  fallen  widely.  Twenty  of  our  number  have  passed 
away :  one  Honorary,  six  Corresponding,  and  thirteen  Ordinary 
Fellows. 

The  name  of  the  Honorary  Fellow,  the  loss  of  whom  is  felt 
throughout  the  medical  world,  is  Charles  J.  Cullingworth, 
M.D.,  D.C.L.,  LL.D.  Occasionally  I  have  had  the  privilege  of 
spending  some  hours  in  his  company — the  last  occasion  was  in 
1904,  when  he  came  to  Aberdeen  to  receive  from  the  University 
the  degree  of  LL.D.  He  looked  hale  and  hearty  then,  but  I 
noted  the  solicitude  and  care  with  which  his  devoted  wife 
watched  and  guarded  him  from  fatigue,  although  I  was  unaware 
till  she  told  me  that  he  had  received  the  first  warning  of  angina. 
The  pleasing  memories  of  personal  friendship  intensify  the  feel- 
ing of  loss. 

Born  in  Leeds,  1841,  Dr  Cullingworth  studied  medicine 
there,  and  in  1869  settled  in  practice  in  Manchester.  The 
exceptional  ability  and  character  of  the  man  was  soon  recog- 
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nised.  By  dint  of  earnest  work  and  a  strong  attractive  person- 
ality, he  attained  to  a  high  degree  of  professional  eminence. 
Earely  do  we  find  in  one  man  so  full  and  well  balanced  a 
combination  of  admirable  characteristics :  a  courteous,  cultured 
gentleman,  an  indefatigable  worker,  with  great  business 
capacity,  strenuous  for  the  advancement  of  his  art  and  the 
public  welfare,  yet,  withal,  indifferent  to  self-interest  and  the 
plaudits  of  the  world. 

In  the  early  years  of  practice  he  was  appointed  Surgeon  to 
the  Police.  This  directed  his  attention  to  medical  legal 
subjects,  on  which  his  early  papers  were  written.  These  led  to 
his  appointment  as  Lecturer  on  Medical  Jurisprudence  in 
Owens  College,  Manchester.  In  1873  he  became  Surgeon  to 
St  Mary's  Hospital  for  Women  in  that  town.  His  energy  was 
thus  directed  to  gynaecology  and  obstetrics,  the  department  in 
which  he  subsequently  made  his  reputation.  In  1885  the 
Chair  of  Midwifery  in  the  Victoria  University  became  vacant, 
and  with  little  opposition  CuUingworth  was  appointed.  This 
post  he  had  held  for  three  years  only  when,  from  the  reputation 
he  had  acquired  as  a  lecturer,  clinician  and  operator,  he 
received  an  invitation,  which  he  was  induced  to  accept,  to 
become  Senior  Obstetric  Physician  at  St  Thomas's  Hospital, 
London.  This  was  in  1888,  and  in  London  he  spent  the 
remaining  twenty  years  of  his  life  in  continuous  work  for  his 
profession  and  the  public  weal. 

He  occupied  the  Presidential  Chair  of  the  London  Obstet- 
rical Society  during  1898  and  1899,  and  in  the  first  of  these 
years  this  Society  elected  him  an  Honorary  Fellow.  In  1904 
the  University  of  Aberdeen,  as  already  stated,  conferred  upon 
him  the  degree  of  Doctor  of  Laws.  In  the  same  year  he 
retired  from  the  acting  staff  of  St  Mary's  Hospital.  He 
contemplated  rest  by  residence  in  the  country,  but  four  years 
later  death  found  him  still  resolutely  working.  He  had  under- 
taken the  arduous  duties  of  editor  of  the  British  Journal  of 
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Obstetrics,  was  an  active  member  of  the  Midwives  Board,  and 
interested  himself  in  other  public  measures. 

Much  that  Cullingworth  wrote  now  lies  buried  in  the 
journals  of  the  day.  His  contributions  to  the  Transactions  of 
the  London  Obstetrical  Society  are,  however,  readily  accessible. 
They  are  models  of  what  such  papers  should  be — well  worthy 
of  study  by  young  writers. 

It  would  be  an  interesting  historical  study,  on  which  it  was 
my  intention  to  enter  on  the  present  occasion,  to  trace  the 
influence  of  Cullingworth's  work  and  writings  on  the  develop- 
ment of  opinion  regarding  surgical  interference  in  many  pelvic 
a,ffections,  but  the  subject  proved  too  large  for  the  time  at  my 
disposal,  and  did  not  accord  well  with  the  nature  of  a  vale- 
dictory address. 

In  the  long  list  of  Fellows  whose  loss  we  mourn,  one  name 
stands  prominently  forward  as  more  intimately  associated  with 
the  work  of  this  Society.  From  1872  Dr  Charles  E.  Underbill 
was  a  familiar  figure  at  the  meetings.  He,  too,  had  a  strong 
and  attractive  personality.  Endowed  with  a  tall,  handsome 
figure ;  a  sympathetic,  generous  nature ;  marked  courtesy  and 
dignity  of  manner,  reminiscent  of  olden  times ;  refined  culture ; 
a  reliable  judgment  and  bu.siness  talent;  and,  withal,  an 
unassuming,  retiring  disposition,  with  a  vein  of  quiet  humour, 
he  was  respected,  admired,  and  beloved  by  all  who  knew  him. 

The  esteem  of  his  professional  colleagues  is  manifest  in  the 
many  honourable  posts  he  from  time  to  time  held.  In  this 
Society  he  was  Secretary  from  1875  to  1879;  Librarian,  1879  to 
1883  ;  Vice-President,  1884  and  1885  ;  and  President,  1888  and 
1889.  This  last  year  was  the  jubilee  of  the  Society,  and  it  will 
be  remembered  how  acceptably  he  presided  at  the  celebrations. 
In  his  valedictory  address  he  gave  a  graphic  and  interesting 
history  of  the  Society  from  its  formation,  to  be  found  in  Vol. 
XV.  of  the  Transactions.    From  time  to  time  he  had  also  been 
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President  of  the  Eoyal  Medical  Society,  the  Harveian  Society^ 
and  the  Edinburgh  branch  of  the  British  Medical  Association. 
For  a  time  he  was  a  representative  of  the  profession  on  the 
Board  of  Managers  of  the  Royal  Infirmary.  In  all  these 
capacities,  by  his  knowledge  of  business  and  his  tact,  he 
rendered  valuable  services. 

Finally,  even  when  his  health  was  failing,  he  accepted,  more 
from  a  self-sacrificing  sense  of  duty  than  desire  for  honour,  the 
office  of  President  of  the  Eoyal  College  of  Physicians,  and  in 
that  position,  beloved  and  revered,  he  died. 

Dr  Underbill's  work  for  this  Society  was  not  limited  to  his 
official  duties.  In  the  Transactions  (see  Vol.  XXI.)  he  is  credited 
with  contributing  twenty-two  papers,  exhibiting  twenty  speci- 
mens, taking  part  in  one  hundred  and  three  discussions,  and 
sharing  in  nine  Eeports  of  the  Maternity  Hospital.  Of  the 
specimens,  there  were  seven  relating  to  monstrosities  and  pre- 
natal conditions ;  he  was  thus  a  forerunner  in  a  subject  which 
a  junior  Fellow  has  made  pre-eminently  his  own.  Five  of  the 
contributions  relate  to  the  structures  of  uterine  polypi,  and 
these  papers  have  been  frequently  referred  to  by  writers. 
Another  valuable  paper  describes  the  uterine  mucous  membrane 
of  a  woman  who  died  immediately  after  menstruation,  and 
clearly  refutes  the  opinion  of  Sir  John  Williams  and  others  that 
in  the  process  the  mucosa  "  becomes  entirely  removed." 

The  next  name  recalls  to  the  inner  eye  an  erect  figure,  above 
the  average  in  height,  well  proportioned  in  body,  clothed  in 
academic  robes,  a  large  head  and  quick,  observant  eyes,  a  genial 
and  hearty  expression  in  action  as  well  as  in  words,  warmly 
<Tfreeting  friend  after  friend  as  he  moves  about  in  a  large 
assembly — evidently  someone  of  importance.  It  is  the  well- 
known  Dr  P.  A.  Young,  late  Treasurer  of  the  Pioyal  College  of 
Physicians,  Edinburgh,  on  whose  business  talent  and  assiduous 
care  the  success  of  many  a  banquet  has  depended.    This  post  he 
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held  for  many  years.  In  the  same  capacity,  as  treasurer,  he 
devotedly  gave  his  services  to  the  Edinburgh  Medical  Missionary 
Society,  and  he  took  special  interest  in  the  University  and  other 
Temperance  Associations.  Graduating  M.D.  1870,  he  joined 
this  Society  in  the  year  following.  Although  the  author  of 
several  papers  in  the  medical  journals,  he  contributed  to  the 
Transactions  only  by  the  frequent  part  he  took  in  discussions. 
"Well  known  and  highly  esteemed,  his  familiar  presence  will  be 
sadly  missed. 

Of  the  remaining  Ordinary  Fellows  who  have  died  within 
the  two  years,  mention  of  the  names  alone  can  be  made.  It  is 
a  sad  list : — AV.  Spalding,  Gorebridge ;  John  Archibald,  Bourne- 
mouth; Hugh  M'Callum,  Eannoch ;  A.  S.  Duncan,  Polton ; 
D.  W.  Johnston,  South  Africa;  George  Dickson,  Edinburgh; 
D.  R.  Murray,  Leith ;  A.  J.  Duncan,  Dundee ;  Thomas  Easton, 
Stranraer;  W.  A.  Finlay,  Trinity,  who  devoted  himself  to 
Surgery,  was  on  the  acting  staff  of  Leith  Hospital,  and  Lecturer 
on  Clinical  Surgery.  To  this  list  has  to  be  added  the  name  of 
Miss  Mary  Hamilton,  of  Cornwall,  the  third  lady  member  who 
has  died. 

From  the  list  of  Corresponding  Fellows  six  names  disappear. 
The  most  notable  is  that  of  Sir  Arthur  Mitchell,  K.C.B.,  LL.D. 
Whilst  he  was  chiefly  known  as  the  eminent  Commissioner  in 
Lunacy,  he  was  interested  in  and  wrote  on  various  subjects. 
His  connection  with  this  Society  arose  from  his  valuable 
researches  on  "The  Effects  of  Difficult  Labour  and  Plural 
Births  on  the  production  of  Idiocy."  He  graduated  M.A.  at 
King's  College,  Aberdeen,  1845,  and  M.D.  1848.  In  1876 
his  Alma  Mater  conferred  on  him  the  honorary  degree  of 
LL.D. 

The  next  to  be  named  is  G.  Engelman,  M.D.,  Kreuznach. 
In  May  1877  he  communicated,  through  Dr  Matthews  Duncan, 
a  paper  on  "  Fibrous  Tumours  of  the  Uterus,"  in  which  he  gave 
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an  analysis  of  307  cases,  together  with  the  treatment  by  the  use 
of  Kreuznach  waters.  In  1891  he  returned  to  the  subject  in  a 
second  paper,  detaiUng  his  larger  experience.  Those  interested 
in  the  medical  treatment  of  such  tumours  will  find  these  papers 
of  interest  and  value.  They  are  given  in  full  in  Vols.  IV.  and 
XVI.  of  the  Transactions. 

\V.  J.  jkock,  M.I).,  D.Sc,  was  well  known  in  this  city. 
Whilst  engaged  in  general  practice  he,  for  a  time,  was  interested 
in  ol)Stetrics.  He  held  office  in  the  Maternity  Hospital, 
Glasgow,  and  joined  this  Society  in  1880,  reading  one  com- 
munication on  "  Obstinate  Vomiting  in  Pregnancy."  Subse- 
quently he  devoted  himself  wholly  to  Public  Health.  He  was 
highly  esteemed  for  his  many  good  qualities. 

J.  Limont,  M.A.,  Edinburgh,  1878,  B.Sc.  1879,  M.B.C.M. 
1880.  He  was  for  a  term  Eesident  in  the  Maternity  Hospital, 
Edinburgh,  and  joined  this  Society  in  1887.  After  settling  in 
Newcastle  he  devoted  his  attention  to  Clinical  Medicine. 

Dr  H.  It.  L.  Veale,  of  Loudon,  was  elected  Corresponding 
Fellow  in  186 1.  I  have  been  unable  to  find  any  information 
regarding  him. 

The  last  name  to  be  mentioned  is  Mr  William  Thomson, 
L.Pt.C.P.  &  S.,  Wrenbury,  Cheshire,  admitted  Corresponding 
Fellow  in  1867.  He  was  unknown  to  any  member  now  living, 
and  never  attended  a  meeting,  but  at  my  suggestion  he  com- 
municated, 13th  March  1867,  a  short  paper  entitled :  "  A  Few 
Notes  of  a  Country  Obstetric  Practice."  ^  His  experience  was 
remarkal)le — many  would  say  incredible — but  I  can  vouch  for 
the  accuracy  of  his  statements,  knowing  his  character,  and 
having  assisted  him  frequently  in  his  practice.  Let  me  quote 
two  or  three  of  the  striking  facts  from  the  papers: — "During 
nearly  eighteen  years'  residence  in  Wrenbury,  I  have  attended 
above  2200  cases  of  midwifery,  .  .  .  and  of  that  number  I 
have  had  no  fatal  case.  Two  deaths  have  occurred,  but  neither 
'  Edin.  .]/"/.  Jour II.,  .Inly  18(i7. 
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would  be  reckoned  as  deaths  from  puerperal  causes  in  strictly 
kept  statistical  tables." 

He  further  says :  "  I  have  also  only  required  to  deliver  by 
forceps  three  times  .  .  .  both  mothers  and  cliildren  did  well." 

"Again,  the  most  serious  and  frequent  complication  I  have 
met  with  has  been  placenta  praevia,  and  of  these  I  have  had 
fifteen  cases,  either  partial  or  complete.  ...  In  one  of  those 
women,  the  same  thing  happened  four  times  in  succession,  at  the 
sixth  or  seventh  month  of  pregnancy.  .  .  .  All  the  mothers  in 
the  end  did  well,  but  I  saved  only  the  lives  of  two  of  the 
children. 

"At  one  time  I  feared  I  should  have  to  decline  practice 
owing  to  puerperal  fever.  Thirteen  successive  cases  occurred, 
all  taken  on  the  third  day  after  delivery,  but  varying  much  in 
particular  symptoms.  If  true  puerperal  fever,  it  is  remarkable 
that  all  recovered ;  but  if  not,  it  was  a  strange  coincidence 
that  during  that  time  not  one  whom  I  attended  escaj)ed  the 
seizure  till  thirteen  had  suffered,  and  that  as  suddenly  as 
the  inroad  had  occurred  so  suddenly  and  entirely  did  it 
disappear." 

In  the  present  day  this  coincidence  does  not  appear  so 
"strange."  The  experience  of  Mr  Thomson  is  very  excep- 
tional, and  could  occur  only  under  exceptionally  favourable 
circumstances.  I  am  able  to  state  that  he  modified  his 
management  of  labour  in  his  later  life,  using  the  forceps 
more  and  ergot  less,  and,  possibly,  as  the  character  of  the 
district  changed,  the  results  were  less  favourable. 

It  is  well  for  us,  in  the  present  day  of  midwifery  impatience, 
to  recall  the  experience  of  former  days.  In  our  teaching  there 
is  less  consideration  paid  to  the  management  of  ordinary 
uncomphcated  labour  and  more  attention  given  to  instrumental 
than  to  non-instrumental  aids  to  delivery. 

Gentlemen,  my  last  duty  is  performed.  I  leave  this 
honourable    position   with   mingled   feelings   of    pleasure   and 
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regret, — regret  from  the  consciousness  of  my  many  deficiencies, 
and  pleasure  in  knowing  that  my  successor,  an  old  friend,  is 
one  who  by  his  ability,  reputation,  and  success,  is  so  well 
qualified  to  add  lustre  to  the  office  of  President. 


Dr  J.  W.  Ballfintyne  proposed  a  vote  of  thanks  to  the 
retiring  President  for  his  Address  and  for  his  conduct  in  the 
chair  during  the  past  two  sessions,  commenting  particularly 
upon  the  regularity  with  which,  despite  his  having  to  travel  to 
Edinburgh  from  Aberdeen,  he  had  fulfilled  his  duties. 

Professor  Stephenson  replied  briefly,  and  Dr  Haultain,  taking 
the  chair,  thanked  the  Society  for  having  done  him  the  honour 
of  electing  him  President. 

V.  Dr  Church  showed  a  metal  penholder  corroded  by  the 
perspiration  from  the  forefinger  of  the  patient  who  had  used  it, 
and  who  suffered  from  Eheumatoid  Arthritis,  after  which  he 
read  the  following  paper  : — 

RHEUMATOID  ARTHRITIS:  A  SHORT  RECORD  OF  TWO 
CASES,   PRESUMABLY  OF  PUERPERAL  CAUSATION. 

IJy  II.  M.  CuuKCH,  B.Sc,  M.D.,  F.K.C.P.E. 

'SUi  President  and  Fellows, — This  paper  has  been  suggested 
by  the  unique  specimen  which  I  have  just  shown  to  you — a 
metal  penholder  eaten  through  by  the  perspiration  from  the 
forefinger  of  a  lady  suffering  from  rheumatoid  arthritis. 

Haygarth  of  Bath  was  the  first,  in  1805,  to  point  out  that 
the  disease  was  distinct  in  ils  pathology  from  gout  and 
rheumatism,  though  often  overlapping  and  confounded  with 
these  diseases.  Garrod,  Charcot,  and  others  long  afterwards  con- 
firmed Haygarth's  opinion.  About  a  quarter  of  a  century  ago 
important  contributions  from  the  Salpetriere  appeared,  in  which 
Charcot  gave  comprehensive  accounts  of  the  clinical  aspect  of 
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the  disease.  In  these  he  pointed  out  the  relation  that  exists 
between  diseases  of  the  spine  and  affections  of  the  joints,  the  so- 
called  chronic  spinal  arthropathies,  as  we  meet  them  in  Charcot's 
disease,  locomotor  ataxia,  osteomalacia,  fregalitis  ossium  of 
advanced  Hfe,  and  this  so-called  rheumatoid. 

The  committee  recently  formed  at  Cambridge  for  the  study 
of  special  diseases  have  initiated  a  new  stimulus  to  the  study  of 
rheumatoid,  and  in  their  bulletins,  in  which  are  given  the  most 
recent  clinical  reports,  solicit  the  aid  of  the  general  practitioner 
on  the  many  questions  involved.  The  bulletins  give  prominence 
to  two  views  regarding  etiology.  One  is,  that  the  disease  arises 
in  the  central  nervous  system,  nervous  exhaustion  predisposing 
to  spinal  disease,  more  particularly  if  accompanied  by  any  reflex 
irritation.  The  other  is,  that  the  disease  depends  upon  a 
materies  morbi  absorbed  into  the  blood-stream  from  some  septic 
focus,  and  probably  from  the  mucous  membrane  of  the 
generative  tract,  which  directly  affects  the  joints.  The 
committee  incline  to  the  latter  view,  that,  namely,  of  the 
causation  being  from  a  chronic  microbic  infection.  The 
following  two  cases  seem  of  physical  and  nervous  origin,  though 
in  one  a  chronic  puerperal  infection  was  unquestionably 
superadded,  and  converted  an  ingravescent  case  into  one  of  the 
utmost  gravity. 

As  the  disease  occurs  almost  invariably  in  women,  and  as  in 
the  one  case  it  came  on  after  a  confinement  and  in  the  other 
after  a  miscarriage,  that  is  after  a  presumably  puerperal  cause, 
I  bring  them  shortly  before  the  notice  of  the  Obstetrical 
Society.  I  do  so,  also,  because  in  studying  the  literature  of  the 
subject  I  find  that  rheumatoid,  regarded  from  a  clinical  point  of 
view,  is  frequently  associated  with  an  uterine  or  ovarian 
abnormality,  the  reflexes  from  these  organs  affecting  the 
functions  of  the  cord  and  leading  to  dystrophies  of  the  tissues, 
skin,  nails,  bones,  cartilages,  and  muscles.  The  committee 
report  that  in  their  experience  the  onset  of  rheumatoid  some- 
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times  occurs  after  the  birlh  of  a  child,  perhaps  about  6  per 
cent,  only  having  to  do  with  pregnancy  and  child-birth.  But 
durintr  niy  practice  of  over  34  years  in  Edinburgh,  out  of  3 
severe  cases  of  rheumatoid,  2  were  associated  with  pregnancy. 
Milder  cases  and  cases  of  still"  and  painful  joints  of  transient 
duration  have  also  come  under  my  notice  associated  with 
gonorrhoeal  and  leucorrheal  discharges. 

The  details  of  my  2  cases  are  given  in  full  in  the  schedules, 
and  forwarded  to  Dr  Strangeways,  Chairman  of  the  Cambridge 
Committee.  I  shall  condense  this  record,  therefore,  and  simply 
refer  to  the  salient  points,  nor  need  I  define  anatomical  details. 
The  2  cases  ran  somewhat  parallel  courses.  Both  are  married 
hulies  in  comfortable  circumstances,  and  were  afllicted  with  the 
disease  some  years  before  the  menopause.  Both  are  now  53 
rears  of  age,  42  at  the  time  of  onset,  each  having  been  ill  14 
years,  and  now  improving  in  health.  They  are  sensitive  to 
atmospheric  changes,  and  suiTer  most  in  windy  weather.  They 
had  severe  attacks  of  influenza  previous  to  the  onset  of 
rheumatoid,  and  both  ascribed  their  condition  to  the  same 
direct  cause,  namely,  sudden  shock  to  the  nervous  system  near 
the  end  of  the  child-bearing  period.  The  first  labour  in  both 
cases  was  difficult  and  instrumental.  They  nursed  their 
children,  one  having  had  four,  and  the  other  five,  of  a  family.  In 
Itoth  the  bony  elements  of  the  joints  are  enlarged  and  hardened, 
the  articular  surfaces  eburnated,  and  presenting  the  character- 
istic deformity  and  nodosity  arising  from  the  peri-articular 
bony  formations.  The  osteophytic  outgrowth  is  moderate  and 
does  not  exist  to  the  extent  characteristic  of  osteoarthritis. 
Wasting  of  the  muscles  is  considerable.  Both  are  weak, 
sallow,  and  anemic  women,  and  suggest  poor  blood-formation 
and  deficient  bone-marrow  activity. 

The  less  severe  case  is  of  gipsy  descent,  and  had  been  a 
needlewoman  before  her  marriage.  The  joints  subsequently 
affected  were  in  keeping  with  the  tear  and  wear  of  this  particular 
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occupation.     This  is  generally  the  case.     In  almost  every  rheu- 
matoid   the    temporo-maxillary    articulations,    which    are    in 
constant  use   in   speech   and    mastication,  are   early   affected. 
The  discomfort  in  the  joints  of  this  patient  came  on  at  once, 
and  rapidly  increased  in  intensity,  beginning  in  the  fingers  and 
wrists    and    showing    a    tendency    to    progress    centripetally 
upwards.     Her    illness    followed     the    excitement    when    her 
youngest   child    took   a    series    of    fits.     This    brought    on    a 
miscarriage  at  the  second  month,  from  which,  however,  in  other 
respects   she   recovered   well,   there    being    nothing  abnormal 
about   the   discharge.     This   case   can   hardly    be  ascribed   to 
microbic  influence,  and  here  it  may  be  noted  that  her  family 
have  been  peculiarly  free  from  microbic  diseases.     Her  jomts 
are  better  in  the  evening  and  worse  in  the  morning,  the  pain 
often  being  severe  during  the  night.     This  appears   to   be  in 
keeping   with  the  diurnal  variation   in    the   alkalinity   of    the 
blood,  which,  according  to  Schiifer,  is  lowest  in  the  mornings 
and   gradually  rises   in   the   afternoon.     Pain   is   worst   when 
alkalinity  is  lowest.     Pain  is  aggravated  in  her  feet  and  ankles 
after  any  effort  to  walk.     This  also  is  in  keeping  with  Constein's 
statement  that  the  alkalinity  of   the  blood   is   duninished   by 
muscular  work  (Schiifer's  Physiology,  p.  244),     Apart  from  the 
infection  of  her  joints  in  the  upper  extremities,  there  has  been 
at   times    considerable    tenderness    and    swelling    about    the 
manubrium  sterni  and  its  connections.     The  disease  at  an  early 
date  affected  the  cervical  and  dorsal  vertebrae,  causing  radiating 
pain  from  pressure  on  the  nerve  roots,  and  interfering  with  the 
healthy  function  of  the  nerves  supplying  the  muscles  and  bones 
of  the  arms.     In  her  case  sacral  disturbances  associated  with 
the  periodic  appearance  of  shingle  spots — an  unusual  feature — 
over  the  posterior  sacral  foramina  have  frequently  been  observed. 
These  are  still  apt  to  appear  after  any  worry.     Just  before 
conception  with  her  last  viable  child  she  had  a  bad  attack  of 
influenza.     The  child  was  born  at  full  time,  but  is  mentally 
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defective.  During  this  pregnancy  she  suffered  much  from  thirst. 
The  miscarriage  above  referred  to,  as  initiative  of  the  rheuma- 
toid, was  a  subsequent  event.  It  is  important  to  note  that  her 
health  was  always  best  during  the  condition  of  pregnancy,  and 
also,  after  the  onset  of  rheumatoid,  that  her  joints  were  more 
comfortable  during  and  after  the  menstrual  periods.  As  in  my 
second  case,  she  had  always  a  great  desire  for  butcher  meat,  and 
felt  the  better  of  it.  Her  nails  were  brittle,  and  came  away  in 
flakes;  her  skin  soft,  glossy,  and  ansemic.  There  never  has 
been,  in  her  case,  asthma,  gastric  crisis,  or  affection  of  the 
special  senses,  except  periods  of  anosmia,  on  one  occasion  her 
sense  of  smell  being  lost  for  nine  months.  Her  knee-jerks  are 
hypersensitive,  but  Babinski's  test  is  negative. 

]\ry  second  patient  presented  a  much  more  distressing 
condition.  At  least  forty  of  her  joints  were  attacked,  which 
rendered  her  for  years  altogether  helpless.  A  Creole,  she  had 
spent  the  first  nine  years  of  her  life  in  the  West  Indies.  There 
was  a  gouty  history  both  on  the  father's  and  mother's  side, 
while  she  herself  had  suffered  from  attacks  of  what  she  called 
"  gout "  since  before  her  marriage.  A  long  engagement  of  five 
years — "a  bad  thing" — seems  to  have  strained  her.  Indeed 
she  traces  her  ill-health  back  to  that  long  time  of  waiting  for 
her  marriage.  She  had  four  children.  During  her  last  pregnancy 
she  took  a  course  of  medicine  from  a  quack  for  some  weeks. 
This  was  regrettable,  and  probably  had  to  do  with  subsequent 
complications  in  mother  and  child.  Her  last  child  she  nursed 
for  a  week,  but  the  milk  "seemed  injurious"  and  brought  on 
convulsions  in  the  child,  which  suddenly  arrested  the  secretion. 
The  attack  of  acute  rheumatoid  came  on  soon  after  this  con- 
finement. That  there  was  superadded  to  shock  a  septic 
causation  is  undoubted.  Five  months  after  her  confinement 
she  was  prostrated  with  swelling  and  tenderness  of  her  joints, 
the  ball  of  the  great  toe  being  the  first  seat  of  acute  pain.  So 
sudden   and   general   was   the   onset    as   to   suggest  a   septic 
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invasion.  For  four  or  five  months  she  was  absolutely  rigid, 
and  for  years,  on  account  of  pain  in  her  joints  and  in  her  back, 
could  not  turn  herself  in  bed  The  hip-joints  and  spine  were 
not  affected.  As  in  the  former  case,  during  the  child-bearing 
period  of  life  her  health  was  always  best  during  pregnancy,  and 
her  joints  in  the  years  of  rheumatoid  most  comfortable  during 
and  after  her  periods.  Now,  twelve  years  afterwards,  she  has 
recovered  sufficiently  to  be  taken  out  in  a  bath  chair,  but  with 
Atrophied  muscles  and  distorted  and  thickened  joints.  The 
muscular  atrophy  first  appeared  in  the  calf  and  then  in  the 
forearm,  and  did  not  come  on,  she  avers,  until  she  had  been 
helpless  for  some  time.  She  has  Babinski's  test  well  marked, 
the  extensors  contracting  at  once  under  slight  irritation  of  the 
soles  on  both  sides — a  usual  sign  of  some  degeneration  of  the 
pyramidal  tract  of  the  cord.  The  special  senses  of  taste  and 
smell  are  impaired.  Having  good  teeth  she  masticated  well, 
but  she  suffered  from  persistent  constipation  and  offensive 
stools.  In  neither  case  was  there  any  pregnancy  after  the 
onset  of  acute  rheumatoid.  There  is  no  family  history  of 
cancer,  nor  any  lesion  of  the  heart,  spleen,  or  kidney,  though 
there  always  was  hyperacidity  of  urine.  A  point  of  clinical 
interest,  carefully  attested,  may  be  mentioned  here,  that 
during  menstruation  the  excretion  of  urea  in  twenty-four 
hours  was  almost  100  grs.  less  than  it  was  three  days 
after  the  function  was  over.  In  neither  case  was  there 
4iny  history  of  gonorrhoeal  infection,  and  although  only  by 
gonorrhoeal  opsonic  index  examination  can  one  be  quite  sure 
on  this  point,  I  think  that  infection  has  been  carefully  excluded. 
It  has  to  be  remembered,  as  Dr  Strangeways  points  out,  that 
the  gonorrhoeal  micro-organism  is  by  no  means  the  only  one 
that  might  cause  rheumatoid.  In  the  first  case  there  never  had 
been  any  abnormal  vaginal  discharge.  After  her  miscarriage 
everything  was  normal,  so  that  her  case  we  may  look  upon  as  one 
arising  from  nervous  shock,  unless  a  microbic  factor  may  be 
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bruu'Mit  intii  line  with  her  influenzal  attack.  But  it  is  different 
in  this  second  case,  where  there  was  undoubtedly  a  chronic 
puerperal  infection.  She,  before  her  last  pregnancy,  had  a 
lar<Te,  flabby,  hyperremic  uterus  and  considerable  menorrhagia, 
for  which  she  consulted  a  gynaecological  specialist.  Her  last 
labour  was  quick  and  easy  enough,  but  slie  made  a  bad 
recovery  and  had  much  lochial  discharge.  Soon  after  delivery 
she  had  the  shock  of  seeing  her  child  in  fits,  and  three  weeks  later 
phlegmasia  alba  dolens  attacked  the  limbs,  the  left  limb 
specially,  from  v/hich  she  suffered  much  pain,  the  one  limb 
continuing  swollen  for  about  a  year.  Three  months  after  the 
commencement  of  the  phlegmasia,  and  four  months  after  the 
birth  of  the  child,  her  life  was  endangered  by  a  prolonged  attack 
of  pleurisy  with  ellusion,  and  while  recovering  from  this  came 
the  sudden  onset  of  rheumatoid,  which  totally  prostrated  her. 
The  uterus  continued  large  and  congested  until  the  menopause 
at  46,  and  until  then  she  complained  of  much  uterine  and 
ovarian  irritation.  Since  the  menopause  her  condition 
generally  has  improved. 

Dr  W.  M.  Ord,  in  a  paper  read  before  the  Clinical  Society 
in  1889,  relates  a  case  where  the  patient's  joints,  as  in. both  my 
cases,  were  always  relieved  by  menstruation.  He  looks  upon 
this  case,  however,  rather  as  a  paradoxical  one,  and  thinks  that 
menstruation  more  often  increases  than  relieves  the  pain  in  the 
j(jints.  He  instances  a  woman  with  a  large,  flabby,  hypersemic 
uterus,  similar  to  the  case  I  have  referred  to,  who  had  painless 
menorrhagia,  but  at  the  advent  of  each  period  the  patient  was 
crippled  with  arthritis  in  hands,  wrists,  and  knees.  In  this 
paper  Dr  Ord  analyses  33  cases.  In  three  of  them  the  rheumatoid 
affection  was  limited  to  that  side  of  the  body  on  which  there 
was  ovarian  pain  and  tenderness.  In  many  of  them  he  noted 
a  kind  of  ebb  and  flow  between  the  arthritis  and  the  uterine 
irritation.  He  noted,  too,  the  frequent  relations  that  existed 
between  dysmenorrhoea  and  the  paroxysm  of  rheumatoid.     Of 
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one  case  he  says,  "the  affection  of  the  joints,  although  persistent, 
was  regularly  developed  paroxysmally  immediately  before, 
throughout,  and  for  a  short  time  after  each  menstruation,  and 
as  regularly  remitted  in  the  intervals."  He  goes  on  to  say 
that,  after  the  uterine  conditions  had  been  effectively  treated, 
"  the  patient,  whose  life  had  been  a  burden,  who  was  wasted, 
sallow,  anaemic,  and  hysterical,  is  now  an  active,  happy,  and 
decidedly  well-nourished  member  of  society."  It  is  important 
to  notice  that  none  of  Dr  Ord's  cases  were  associated  with 
anienorrhcea,  but  always  with  hypersemic  conditions.  In 
looking  into  obstetrical  literature,  one  finds  such  titles  as  the 
following: — "A  Case  of  Acute  Inflammation  of  the  Left 
Shoulder  Joint,  Fifth  Day  after  Delivery  "  {Medical  Times  and 
Gazette,  London,  1867) ;  "  Cases  of  Severe  Affections  of  the 
Joints  after  Parturition  connected  with  Uterine  Phlebitis " 
{London  Medical  Gazette,  vol.  iii.,  p.  663,  1828) ;  "  On  Secondary 
Affections  of  the  Joints  in  Puerperal  Women"  {British 
Medical  Journal,  p.  188,  1858) ;  "  Puerperal  Inflammation  of 
the  Articulations  of  the  Pelvis  "  {British  Medical  and  Surgical 
Journal,  vol.  Ixix.,  p.  262,  1863);  and  so  on.  Since  careful 
antiseptic  precautions  in  obstetric  practice  have  become  general, 
few  such  records  are  to  be  found. 

Fidgets  was  the  cause  of  much  distress  in  one  of  my  patients. 
Myelitis,  with  wasting  of  muscles,  and  other  sequelae,  may  in  bad 
cases  be  lit  up  by  continuous  irritation  passing  along  the  sensory 
nerves  from  the  uterus  to  the  anaemic  and  irritable  spinal  cord. 
Gowers  {Diseases  of  the  Nervous  System,  vol.  i.,  p.  381)  supports 
the  views  advanced  by  Paget,  Charcot,  and  others  as  to  the  reflex 
nature  of  the  changes  occurring  in  the  cord,  and  considers 
that  the  wasting  of  muscles  is  accompanied  by  an  increase  in 
the  myotatic  irritability.  He  considers  the  condition  like  that 
which  results  from  slight  degeneration  of  the  pyramidal  tracts. 
Post-mortem  appearances  of  the  cord  in  rheumatoid  will  be 
touched  upon  later. 
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There  is  thus  in  this  disease  an  intimate  reflex  relation 
between  the  generative  organs  and  the  spinal  cord.  Bearing 
this  in  mind,  the  uterus  and  ovaries  must  in  every  case  be 
un<ler  careful  observation  from  the  appearance  of  the  most 
initial  symptoms.  Some  of  these  symptoms  may  be  merely 
nervous  phenomena  suggestive  of  a  cerebro-spinal  toxaemia,  and 
not  necessarily  having  much  location  in  the  joints.  Even  any 
chro}iic  leucorrhoeal  discharge,  not  infrequently  associated  with 
joint  discomfort,  must  be  the  subject  of  careful  initial  inquiry 
and  treatment. 

In  one  of  my  cases  a  series  of  fly  blisters  were  applied  in 
succession,  4  inches  above  the  joints.  This,  an  equivalent  to 
the  most  modern  serum-therapy  treatment,  did  good.  Hot 
fomentations  were  always  grateful.  These  have  been  shown  to 
increase  the  leucocytosis  in  the  tissue  around  the  joints,  and,  if 
rendered  alkaline  by  the  addition  of  a  little  bicarbonate  of  soda, 
to  increase  the  antidotal  action  of  the  blood  against  bacterial 
infection.  Da  Costa  believes  that  the  power  of  immunity, 
generally  and  locally,  against  infections  may,  to  a  certain  degi'ee, 
be  measured  by  the  alkalinity  of  the  blood  (Da  Costa's 
Hccmatology,  p.  91). 

Local  benefit  is  thus  gained  without  administering  large 
doses  of  alkali,  which  have  a  lowering  effect  upon  the  patient, 
and  tend  to  increase  the  anrcmia  too  manifestly  present  in 
every  case  of  advanced  rheumatoid.  Haygarth  derived  much 
benefit  from  bleeding.  Leonard  Hill  {Further  Advances  in 
Physiology,  p.  173,  1909)  justifies  this  method  when  he  says 
"lileeding  likewise  may  have  been  effectual  by  draining  tissue 
lympli  into  the  blood  and  so  increasing  the  stock  of  bactericidal 
and  opsonic  substances." 

^ly  patients  visited  Bad  Nauheim  and  Droitwich  respec- 
tively, and  had  baths  and  massage  in  full  measure,  but  beyond 
the  temporary  advantage  of  change  of  air,  diet,  and  fine  scenery, 
the   disease  continued  much  the  same.     Recent  investigations 
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show  a  close  relationship  between  radio-activity  and  the 
phenomena  of  ionisation.  This  being  so,  radio-active. waters, 
such  as  Bain-les-Bains,  should  theoretically  favour  regeneration 
of  the  tissues  and  relief  of  pain.  After  return  home,  hot-air 
baths,  applied  by  Greville's  electro-thermic  generator,  200°  to 
450°,  for  three-quarters  of  an  hour,  by  Dr  Webster,  were 
attended  with  considerable  benefit.  What  did  most  good, 
however,  was  by  means  of  cataphoresis,  introducing  into  the 
tissues  about  the  joints  iodide  of  potassium,  which  alleviated 
the  pain  and  reduced  the  swelling.  This  treatment  seemed  to 
be  restoring  the  power  of  locomotion,  when  unfortunately  a 
breakdown  in  the  patient's  health  from  a  "  chill "  took  place, 
which  prevented  her  travelling  from  the  country  to  town,  where 
Dr  Taylor  had  kindly  undertaken  the  cataphoresis.  A  solution 
of  K.  I.,  in  abadon  or  in  folds  of  lint,  was  placed  round  the 
affected  joint,  the  negative  electrode  suitably  attached  round 
the  joint,  while  the  positive  electrode  was  placed  over  the 
spine.  The  current  was  allowed  to  pass  for  one-quarter  of  an 
hour  every  day  for  a  week,  and,  after  that,  every  second  day, 
while  arsenic  was  taken  internally  and  massage  carried  out  at 
home  by  a  capable  nurse. 

Dr  C.  F.  Baillie,  in  a  recent  paper  entitled  "  The  Treatment 
of  Kheumatic  and  Eheumatoid  Arthritis  by  Eadiant  Heat  and 
Ca,ta,^horesi&"  (British  Medical  Jovr^ial,  2nd  January  and  8th 
March  1909),  claims  considerable  success  from  the  application 
of  radiant  heat,  as  near  as  possible  like  sunlight,  giving  a 
spectrum  from  the  ultra-red  to  the  ultra-violet.  "  I  am  quite 
convinced,"  he  says,  "  that  an  absence  of  the  violet  and  ultra- 
violet rays  in  the  ordinary  apparatus  is  largely  responsible  for 
the  weakness  of  sedative  effect  and  slow  relief  of  pain,  whereas 
absence  of  yellow-green  rays  may  be  responsible  for  only 
slight  stimulation  of  metabolism."  He  claims,  moreover,  that 
this  radiant  heat  tends  to  destroy  micro-organisms,  and  shows 
that  leucocytosis  in  the  blood  about  the  joints  is  increased. 
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After  twenty  minutes'  exposure  to  radiant  heat,  he  employs 
cataphoresis  much  in  the  manner  above  described,  using  only 
a  2-per-cent.  solution  of  a  salt,  such  as  lithium  iodide  or  sodium 
salicylate,  the  cataphoresis  carrying  the  "ions"  of  these  salts 
into  the  tissues.  He  attaches  much  importance  to  the  same 
medicines,  during  the  course  of  treatment,  being  taken  by  the 
mouth,  but  is  of  opinion  that  the  "  ions  "  of  these  medicines  are 
more  efficacious  when  introduced  directly  by  cataphoresis 
around  the  affected  joints.  He  gives  several  cases  in  support 
of  this  view. 

Dr  Curtis  Webb  of  Cambridge  {Bintish  Medical  Journal, 
17th  April  1909)  always  employs  cataphoresis,  but  is  sceptical 
as  to  the  good  results  being  due  to  the  introduction  of  "  ions," 
and  thinks  that  the  altered  metabolism  and  the  improvement  in 
the  nutrition  of  the  joints  may  simply  be  due  to  the  passage  of 
the  electric  current  itself  setting  up  vasomotor  changes  and  to 
modifying  the  nutrition  of  the  joints.  As  regards  the  pathology 
of  the  disease,  Dr  AVebb  beheves  that  a  tropho-neurosis  is  set 
up  in  the  joints  by  the  absorption  of  toxins  from  the  alimentary 
tract. 

Many  remedies  were  given  internally  to  my  patients.  Those 
that  are  generally  useful  in  rheumatism  and  gout  were  useless 
to  them.  Arsenic  and  iron  were,  however,  useful.  Garrod 
writes:  "I  have  no  hesitation  in  assigning  to  iodide  of  iron  the 
first  place  among  the  medicines  which  I  have  employed  in 
rheumatoid"  {System  of  Medicine,  Allbutt,  vol.  iii.,  p.  101).  It 
has  to  be  taken  perseveringly  for  a  long  period — for  months,  or 
even  years. 

Dr  Gibson  kindly  showed  me  a  few  cases  lately  in  the 
Eoyal  Infirmary  in  wliich  30  min.  of  fibrolysin  injected  hypo- 
dermically  every  second  day  had  done  much  good  to  the  joints 
in  reducing  fibrous  thickening. 

Dr  Wakefield,  in  the  Camhridt/e  Committee  Ecport,  states 
that   Bier's   method   of  inducing   hyperajmia  in   such  cases  is 
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employed  at  the  London  Hospital  with  considerable  success 
{Camhridijc  Committee  Ecport,  p.  83,  5th  November).  Many  of 
the  eases  coming  were  severely  affected,  and,  as  a  last  resort, 
this  method  was  tried.  In  only  one  case  did  there  seem  no 
relief  by  congestion. 

On  three  occasions  one  of  my  patients  was  put  deeply 
under  chloroform  narcosis,  both  with  the  view  of  ascertaining 
the  degree  of  movement  in  the  stiff  and  locked  joints,  and,  if 
possible,  to  break  down  adhesions,  and  also  in  the  belief  that 
the  inhalation  of  chloroform,  on  account  of  the  leucocytosis 
which  it  temporarily  produces,  was  antagonistic  to  niicrobic 
action.  Our  late  president,  Dr  James  Eitchie,  in  his  Resumes 
on  Osteomalacia,  refers  to  cases  of  that  disease  which  were 
cured  by  chloroform  narcosis,  and  quotes  Petron,  who  believes 
that  osteomalacia  is  caused  by  a  micro-organism,  and  advocates 
the  use  of  chloroform  inhalation  for  three-quarters  of  an  hour 
as  a  germicide  {Besum,es  Osteomalacia  and  Osteomalacia  Carcino- 
matosa,  p.  24).  But  in  my  case  of  rheumatoid  this  treatment, 
except  for  diagnostic  purposes,  did  no  good.  I  refer  to 
osteomalacia,  because  in  some  respects  rheumatoid  may  be 
brought  into  line  biologically  and  pathologically  with  osteo- 
malacia, though  the  physical  appearances  are  dissimilar  or  even 
diverse.  In  rheumatoid  the  bone  becomes  hard,  in  the  other 
soft ;  in  the  one,  too  much  alkaline  phosphates  are  present,  in 
osteomalacia  too  little,  both  faulty  chemical  conditions  being 
probably  due  to  ovarian  influence.  Dr  Eitchie  quotes  Curatulo 
to  show  that,  after  the  ovaries  have  been  removed  in  a  bitch, 
the  secretion  of  phosphoric  anhydride  was  diminished  by  one-half. 
"  Curatulo,"  he  says,  "  believes  that  this  change  is  due  to  a 
diminished  oxidation  of  phosphorus,  existing  in  an  organic 
form  in  the  tissues,  which,  being  stored  by  the  system  and 
combining  itself  with  lime  and  magnesia,  would  accumulate  in 
the  bones  in  the  form  of  phosphate  of  lime  and  magnesia,"  and 
thus  harden  the   bones  already  soft.     At   present,  apropos  of 
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this,  I  have  a  patient  in  whom  both  uterus  and  ovaries  were 
removed  many  years  ago  and  who  has  now  some  enlargement 
and  thickening  of  the  bones  of  the  hand  and  of  the  face,  and  I 
may  say  also  some  psychical  change.  In  osteomalacia,  as  in 
pregnancy,  there  is  an  increase  in  the  redness  of  the  bone- 
marrow.  In  rheumatoid  the  redness  is  diminished.  In  osteo- 
malacia pregnancy  increases  the  disease,  but  in  rheumatoid 
pregnancy,  when  it  does  occur,  ameliorates.  In  the  light  of  the 
preceding  facts,  might  there  not  be  an  advantage  to  the 
rheumatoid  patient  in  increasing  the  elimination  of  phosphoric 
acid  from  the  system  by  stimulating  the  ovarian  secretory 
influence,  and  might  this  not  be  assisted  by  administering 
ovarian  extract  ? 

Acting  on  physiological  lines,  pituitary  extract  in  the  form 
of  tablets  was  given  for  some  time.  A  fancied  resemblance 
between  the  case  and  a  case  of  acromegaly  induced  me  to  try 
this  remedy,  on  the  hypothesis  that  this  organic  substance 
might  supply  to  the  blood  an  internal  secretion  which  has  to 
do  with  tlie  regulation  of  bony  growth.  Schiifer  states  that 
Schiff  obtained  a  markedly  increased  excretion  of  phosphoric 
acid  on  feeding  animals  with  pituitary  tablets  (Schiifer's 
Fhysiolocjy,  p.  946).  "From  different  experiments  we  may 
assume,"  says  Pierre  Marie  {Brain,  vol.  xii.,  p.  59),  "that  the 
pituitary  body  influences  some  of  the  tissues,  especially  bone 
and  the  tissues  of  the  nervous  system."  But  by  this  treatment 
there  seemed  nothing  to  encourage  a  continuance  of  it.  That 
iiu  marked  good  followed,  was  perhaps  duo  to  the  fact  that  the 
pituitary  was  not  given  hypodermically. 

In  regard  to  the  sweat — in  the  graver  case  it  was  profuse, 
especially  in  the  early  stage  of  the  disease,  and  always,  like  the 
urine,  intensely  acid.  Professor  Hunter  Stewart  kindly  made 
a  careful  analysis  of  a  quantity  gathered  from  the  limb  while 
in  the  hot-air  bath.  He  reports  that  neither  uric  acid  nor  urates 
were  found.     Urates  are  generally  found  in  the  sweat  in  gout. 
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In  gout,  also,  there  is  often  present  leucocytosis,  while  in 
rheumatoid,  at  least  in  the  case  which  1  report,  there  is  diminu- 
tion in  the  larger  corpuscular  elements  of  the  blood,  two  leuco- 
cytes only  being  found  in  a  field  of  pale  reds.  It  is  not  unlikely 
that  this  distinct  leucopenia  was  due  to  destruction  of  bone- 
marrow  occurring  late  in  the  disease.  Blood-counts,  in  early 
cases  of  rheumatoid,  present  little  departure  from  the  normal. 
Uric  acid  formation — though  even  in  true  gout  there  cannot 
be  made  out  any  lowering  of  the  alkalinity  of  the  blood — 
together  with  leucocytosis,  are  points  which  distinguish  gout  in 
its  common  forms  from  rheumatoid — diseases  which  in  olden 
times  were  confounded. 

Da  Costa  {Hmmatology,  p.  347)  points  out  that  there  is  an 
increased  blood  activity  in  gout,  but  a  diminished  activity  in 
rheumatoid. 

Sir  Dyce  Duckworth  recognises  a  gouty  neurosis  that  may 
be  primary  or  central.  There  is,  he  thinks,  a  functional 
disorder  of  a  definite  tract  of  the  nervous  system  which  he  is 
inclined  to  localise  in  some  part  of  the  medulla  oblongata 
(Quain's  Dictionary  of  Medicine,  p.  748). 

I  have  made  this  digression  regarding  gout  because  so  often 
a  gouty  history  precedes  or  accompanies  rheumatoid.  And,  as 
in  the  case  of  acromegaly,  osteomalacia,  and  perhaps  gout,  we 
may  predicate  a  hypothetical  nerve  centre  or  centres  associated 
also  with  rheumatoid.  On  this  point  Garrod  says  "  that  the 
joint  lesions  are  of  dystrophic  nature,  and  are  dej)endent  upon 
disorders  of  the  nervous  mechanism  which  controls  the  nutrition 
of  th.Q  ]omtii"  {TivenLieth  Century  Medicine,  vol.  ii.).  The  argu- 
ment brought  forward  in  support  of  this  view  is  based  upon 
the  similarity  of  the  lesions  of  the  bones  which  develop  in  the 
course  of  organic  disease  of  the  nervous  system.  So  similar 
are  the  appearances,  that  rheumatoid  has  been  mistaken  for 
disease  of  the  spinal  cord. 

Tribaulet  and  Thomas  {Bulletins  de  la  SociStc  Anatomiquc  de 
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Paris,  1895)  have  reported  the  case  of  a  woman  who,  after  a 
miscarriage,  developed  a  chronic  arthritis,  and  in  eighteen 
months  died  of  the  disease.  The  autopsy  showed  a  sclerosis  of 
tlie  posterior  columns  of  the  cord  in  the  dorsal  region  and  of  the 
columns  of  Goll  in  the  cervical  region,  with  degeneration  of  the 
posterior  roots. 

In  both  my  patients  poor  health,  the  outcome  of  anxiety 
and  strain  for  years,  preceded  the  onset  of  rheumatoid.  In 
both,  the  general  health,  as  has  been  stated,  was  better  during 
the  condition  of  pregnancy,  when  leucocytosis  is  normally 
l)resent.  In  both,  butcher  meat  and  generous  diet  was  craved 
for  after  the  rheumatoid  invasion.  Whatever  tended  towards 
an  enriched  corpuscular  element  in  the  blood,  whatever 
increased  the  haemoglobin  value  of  the  blood,  brought  greater 
well-being  to  these  patients.  Physiologic  leucocytosis,  induced 
by  generous  diet,  and  increased  bone-marrow  activity  are, 
therefore,  to  be  promoted.  Halliburton  states  that  the 
leucocytes  produced  by  a  full  meal  soon  break  down  and  feed 
the  tissues.  As  the  chief  inorganic  constituents  of  these 
leucocytes  are  the  potassium  salts,  any  acid  not  normally 
present  in  the  blood  is  neutralised.  Now  certain  American 
writers  have  demonstrated  that  there  is  in  rheumatoid  an 
excessive  elimination  of  organic  acids  in  the  urine  {American 
Journal  of  Medical  Science,  vol.  cviii.,  p.  1038).  If  this  be  so, 
increased  alkalinity  is  to  be  aimed  at.  Difficult  as  it  is  to 
estimate  the  alkalinity  of  the  blood,  Schiifer  states  that  it  is 
most  marked  after  food  and  during  digestion  (Schiifer's 
Physiology,  vol.  i.,  p.  144).  A  generous  diet,  for  this  reason, 
must  be  a  prominent  part  of  treatment,  and  this  was  found  in 
l)()th  my  cases  to  give  a  feeling  of  greater  well-being  than  the 
administration  (if  alkaline  medicines.  From  the  supposed 
association  of  rheumatoid  with  gout  and  excess  of  uric  acid  the 
error,  a  grave  error,  of  keeping  the  patient  on  low  and  even 
vegetarian  diet  has  not  infrequently  been  made.     It   may  be 
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stated  in  this  connection  that  lecithin,  which  is  a  powerful 
stimulant  of  general  nutrition  through  the  multiplication  of 
the  red  corpuscles,  is  a  useful  addition  to  the  food  in 
maintaining  healthy  alkalinity. 

Leucopenia,  we  have  seen,  is  present  in  advanced  rheumatoid, 
as  in  most  other  cachectic  conditions.  This  diminution  of 
leucocytes  is  warranted  by  the  pathological  changes  in  the 
bones.  Dr  Shennan,  Pathologist  to  the  Eoyal  Infirmary,  has 
kindly  pointed  out  the  following  passages  in  the  writings  of 
Kaufmann  and  Zeigler  on  the  subject.  The  former  says,  under 
the  heading  of  "Bone  in  Arthritis  Deformans,  Atrophic 
Eesorption  Processes : "  "  Heads  of  bones  become  small  and 
flattened.  Bone-marrow,  which  takes  the  place  of  the  absorbed 
trabecule,  becomes  lymphoid  or  gelatinous,  or  fibrogelatinous. 
It  may  also  liquefy,  so  that  cysts  form,  filled  with  fluid. 
Occasionally  in  the  fibrocellular  material  in  the  marrow  here 
and  there  new  cartilage  and  bone  trabeculae  form  "  (Kaufmann, 
Lehrhuch  der  Spcziellcn  Pathologischen  Anatomie,  p.  741,  4th 
August  1907).  Zeigler  gives  practically  the  same  description, 
in  addition  explaining  that  the  cellular  tissue  in  the  marrow 
may  break  through  the  cortical  layer  of  bone,  and  then  the 
periosteum  growing  down  through  this  defect  acts  as  endosteum 
and  from  it  develop  the  bony  trabeculae,  etc.,  which  Kaufmann 
mentions.  He  also  states  that  the  bone-marrow  may  have  a 
normal  appearance  if  the  condition  be  not  far  advanced  {Spez. 
Patholo()ische  Anatomie,  11  Aufl.,  pp.  9,  277,  1906). 

In  advanced  cases  of  rheumatoid  there  is  usually  therefore 
an  exhaustion  of  the  bone-marrow,  with  gelatinous  transforma- 
tion. In  such  circumstances  Dr  Shennan  suggests  one  would 
expect  a  somewhat  low  blood-count  of  both  reds  and  whites. 
One  has  also  to  take  into  consideration  how  often  such  patients 
develop  Bright's  disease  or  some  other  chronic  affection  which 
would  also  tend  to  produce  anaemia,  or  even  a  cachectic  condi- 
tion such  as  is  found  mentioned  by  the  American  authors. 
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In  almost  all  cases  of  rheumatoid  in  the  acute  stage  which 
have  been  carefully  studied,  there  have  been  indications  of  intes- 
tinal putrefaction,  evidenced  by  an  excess  of  ethereal  and 
aromatic  sulphates  in  the  urine.  Certainly  regular  treatment 
with  blue  pill  did  good.  The  urine  in  my  cases  on  these 
points  is  now  practically  normal.  Indeed  the  analysis, 
unfortunately  done  long  after  the  acute  stage  was  over,  which 
was  carefully  made  at  the  Eoyal  College  of  Physicians' 
Laboratory,  showed  rather  a  diminution  of  uric  acid,  urea,  and 
ethereal  sulphates,  the  proportion  of  uric  acid  to  urea  being 
about  1  to  50. 

Two  attempts  were  made  to  demonstrate  the  presence  of  a 
hypothetic  acid  in  the  urine,  but  without  success.  Some  writers 
maintain  that  there  is  in  the  urine  an  organic  acid  pathogenic 
of  rheumatoid.  Two  American  investigators,  Drs  Herter  and 
Baldwin  {American  Journal  of  Medical  Science,  1904),  studied  this 
point  in  twenty-one  different  patients,  and  found  an  abnormal 
acid  in  each  case.  They  demonstrated  that  with  the  abatement 
of  symptoms  of  the  disease  this  acid  diminished,  and  cases  are 
related  to  show,  on  the  other  hand,  how,  with  exacerbation  of 
symptoms,  the  number  of  acids  was  increased.  When 
symptoms  were  quite  in  abeyance,  this  as  yet  unnamed  acid 
disappeared.  There  might  be  much  disability  and  rigidity  of 
the  joints;  still,  if  the  disease  was  not  progressive,  this  acid  was 
absent.  Gastric  and  intestinal  disturbance,  together  wuth  this 
acidosis,  were  in  proportion  to  the  acuteness  of  the  rheumatoid 
symptoms.  It  was  pointed  out,  moreover,  that,  as  the  various 
forms  of  organic  acid  are  readily  oxidised  in  the  body,  the 
amount  formed  is  probably  greater  than  the  amount  excreted. 
Kidneys  and  skin  aid  in  this  excretion  of  acid.  Halliburton 
(Physiolof/1/,  p.  581)  quotes  several  observers  to  show  that  the 
salts  in  the  sweat  are  in  kind  and  relative  quantity  very  like 
those  of  the  urine.  This  being  so,  may  not  this  hypothetical 
acid,  which  is  engaging  attention  in  the  Clinical  Laboratory, 
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have  been  a  factor  in  eroding  to  such  a  remarkable  degree  the 
metal  penholder  of  my  rheumatoid  patient?  The  occurrence 
at  least  gives  support  to  the  belief  that  excessive  acidity  is  a 
feature  in  the  chemistry  of  this  disease.  Microbic  actions  and 
the  presence  of  acid  sodium  phosphate  alone  have  not  been 
known  to  act  upon  metal  to  such  a  degree. 


Dr  James  Ritchie  spoke  of  the  generally  accepted  belief, 
which  he  shared,  that  rheumatoid  arthritis  is  due  to  the  action 
of  a  micro-organism.  In  both  of  the  cases  related  by  Dr  Church, 
acid  condition  of  the  secretions  was  present,  and  a  tendency  to 
joint  changes.  In  both  there  was  a  nervous  constitution  and  a 
weakened  condition  of  the  cells  of  the  cord.  He  would  not 
admit  that  it  was  quite  proved  what  the  causal  poison  was,  but 
certainly  a  good  case  had  been  made  out  for  its  being  concerned 
with  the  generative  organs.  He  asked  whether,  in  the  case  in 
which  it  was  recorded  that  the  urea  excreted  had  been 
diminished  by  100  grains  during  the  menstrual  period,  there  had 
been  any  modification  of  diet  during  that  time,  or  whether  the 
patient's  appetite  had  been  affected.  He  heartily  thanked  Dr 
Church  for  his  paper. 

Dr  J.  W.  Ballantync  referred  to  a  case  in  which  very 
marked  rheumatoid  arthritis  existed  in  a  patient  who  developed 
ovarian  cysts,  an  unmarried  patient  who  had  never  been 
pregnant. 

The  President  {Dr  Haultain)  said  that  the  subject  was  to  him 
chiefly  of  interest  from  the  point  of  view  of  the  causation  of  the 
condition.  In  this  connection  he  alluded  to  researches  which  he 
had  lately  been  conducting  along  with  an  eminent  alienist  who 
attributes  Tabes  Dorsalis  and  General  Paralysis  to  organismal 
action.  In  certain  male  patients  suffering  from  these  diseases, 
marked  improvement  had  occurred  from  treatment  with  vaccines. 
But  such  patients,  returning  home  after  a  course  of  treatment, 
much  improved,  had  been  found  to  suffer  serious  relapse  within 
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a  short  time.  Organisms  were  accordingly  searched  for  in  the 
vaginal  and  uterine  secretions  of  the  wives  of  these  men,  and, 
when  found,  these  organisms  were  discovered  to  be  identical 
with  the  organism  which  this  observer  believed  to  be  the  cause 
of  what  these  patients  had  suffered  from.  Such  organisms 
were  not  found  in  other  cases,  where  the  husbands  of  the  women 
were  known  not  to  be  suffering  from  these  diseases.  He 
believes  that  these  men  had  probably,  in  the  first  instance, 
infected  their  wives,  and,  afterwards,  reinfected  themselves. 
The  organisms  were  found  in  the  male  urethra. 

In  conveying  the  thanks  of  the  Society  to  Dr  Church,  he 
dwelt  upon  the  value  of  communications  by  general  practitioners 
of  observations  made  by  them  in  the  course  of  their  practice, 
and  expressed  the  hope  that  there  would  be  more  communica- 
tions of  a  similar  nature  throughout  the  session  then 
inaugurated. 

Dr  Church,  in  replying,  stated,  in  answer  to  Dr  Ritchie's 
question,  that  there  had  been  no  change  in  the  condition  of 
appetite,  nor  in  the  kind  or  amount  of  food  eaten  by  the  patient 
during  the  menstrual  period. 
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Meeting  II. — December  4,  1909. 
Dr  Haultain,  President,  in  the  Chair. 

I.  The  following  gentleman  was  elected  an  Ordinary  bellow 
of  the  Society:— A.  E.  Turnbull,  M.B.,  Ch.B.,  West  Pinkerton, 
Dunbar. 

II.  Dr  Haiij  Ferguson  showed — (a)  UTEKUS  DIDELPHUS. 
The  patient,  aged  20,  had  never  menstruated.  She  suffered 
excessive  pain  every  month.  On  admission  to  hospital  it  was 
supposed  that  she  was  suffering  from  atresia.  On  examination 
no  vagina  was  to  be  found  at  all.  A  swelling  was  felt  on  the 
left  side  which  appeared  to  be  due  to  a  hsematosalpinx  or 
hiematometra.  On  opening  the  abdomen  a  double  uterus  was 
found :  two  uteri  and  two  ovaries.  The  Fallopian  tubes  were 
normal,  and  a  fibrous  cord,  joining  the  uteri,  passed  over  the 
bladder.  The  uteri  were  mere  nodules  of  fibrous  tissue  and 
muscular  tissue,  with  no  evidence  of  canals.  On  transverse 
section  the  tubes  consisted  of  muscular  and  connective  tissue, 
with  a  peritoneal  covering.  The  ovaries  were  normal  in 
structure,  but  both  contained  a  number  of  follicular  cysts. 
Graafian  follicles  and  corpora  lutea  were  seen.  The  pain  was 
apparently  due  to  ovulation. 

(&)  Tubal  pkegnancy  with  mole  in  process  of  extrusion 
from  abdominal  opening.  The  patient  was  two  months 
pregnant  and  then  had  what  she  took  to  be  a  miscarriage. 
After  this  she  was  well  for  three  or  four  days,  when  she  began 
to  have  paroxysms  of  pain  in  the  left  iliac  region,  with 
vomiting,  for  four  or  five  days,  when  she  was  sent  into  the 
Eoyal  Infirmary.  At  the  operation  a  tubal  mole  was  found, 
distending  the  left  tube,  and  in  process  of  being  extruded  into 
the  uterine  cavity. 

(c)  Euptured  tubal  peegnancy.     Eupture  occurred  whilst 
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the  patient  was  in  hospital,  on  the  day  previous  to  that  on 
which  operation  was  to  have  been  performed.  In  the  left  iliac 
fossa  the  sac  of  a  ruptured  ectopic  gestation  was  found  and 
removed,  along  with  a  foetus  of  about  the  fourth  month. 

(d)  Endothelioma  of  ovary.  The  patient,  aged  59,  had 
been  curetted  in  the  Royal  Infirmary,  last  January,  for  uterine 
haemorrhage.  Examination  of  the  scrapings  revealed  "no 
evidence  of  malignant  disease."  At  the  second  operation  an 
endothelioma  of  the  ovary  was  found,  forming  a  large  tumour, 

(e)  Large  fibroid  of  the  ovary.  The  patient's  abdomen 
was  distended,  chiefly  on  the  left  side,  by  an  irregular  swelling, 
very  hard  and  firm ;  and  there  was  a  considerable  quantity  of 
free  fluid  in  the  abdomen,  and  also  in  the  right  pleural  cavity, 
A  large  fibroid  tumour  of  the  left  ovary  was  found,  the  pedicle 
of  which  was  twisted  one  complete  turn,  from  left  to 
right. 

(/)  Fibroid  of  uterus  mistaken  for  a  kidney.  The 
tumour,  which  was  in  shape  very  like  an  enlarged  kidney,  was 
attached  to  the  uterus  by  a  fairly  long  pedicle, 

Br  James  Young  contributed  some  notes  on  the  histology 
of  the  specimen  of  ovarian  endothelioma. 

III.  I)r  William  Fordyce  showed — {a)  SARCOMA  OF  UTERUS, 
The  patient's  age  was  62.  She  had  great  pelvic  pain,  for  which 
no  cause  could  be  found.  Tiiere  was  no  tumour  of  the  uterus. 
Later  she  had  a  severe  hfemorrhage  and  a  mass  was  found, 
projecting  from  the  cervix,  which  consisted  entirely  of  blood 
clot.  The  uterus  was  removed  and  a  mixed-celled  sarcoma  was 
found,  a  rare  condition  in  a  woman  of  that  age. 

{h)  Cancer  of  cervix  and  intraligamentary  fibroid. 
The  operation  was  very  difficult,  the  uterus  and  tumour  growing 
between  the  layers  of  the  broad  ligament.  There  was  difficulty 
with  the  uterine  artery  and  also  with  the  ureter.  There  was 
found  cancer  of  the  cervix,  simple  fibroids  of  the  uterine  cavity, 
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and  a  lateral  fibroid  tumour  between  the  layers  of   the  broad 
ligament. 

(c)  FlBKOID      SHOWING      RED      DEGENERATION.        A      uterine 

tumour,   with    pain    and    tenderness,    before    operation.     The 
pedicle  of  the  tumour  was  twisted. 

(d)  Two   CASES    OF   CANCER   OF   THE   CERVIX. 


IV.  THE  RATIONAL  PUERPERIUM. 

By  J.  W.  Ballantyne,  M.D.,  F.R.C.P.E.,  Lecturer  on  Midwifery  and 
(xynascology,  Surgeons'  Hall,  Edinburgh,  etc. 

Dr  Haultain's  "  Plea  for  a  Eational  Puerperium,"  read  before 
the  Edinburgh  Obstetrical  Society  last  July  (1),  was  concerned 
wholly  with  one  event  in  that  period — namely,  the  resumption 
of  the  erect  posture  by  the  lying-in  patient.  The  claim  was 
then  made  that  recumbency  after  the  third  day  and  in  an 
ordinary  case  was  unnecessary,  and  that  it  was  rational  manage- 
ment to  allow  the  puerperal  woman  to  sit  up  in  bed  on  the 
second  day,  and  to  rise  on  the  third  day.  One  hundred  hospital 
patients  were  treated  in  this  fashion,  and  it  was  stated  that  the 
morbidity  was  3  per  cent.  Seven  Fellows  took  part  in  the 
discussion  which  followed  the  reading  of  the  paper,  but,  with 
one  exception,  the  opinions  expressed  were  critical.  It  seemed 
worth  while,  therefore,  to  raise  the  question  afresh  at  the 
present  time,  both  in  view  of  the  importance  of  the  issues 
involved,  and  because  it  might  be  anticipated  that  further 
evidence  for  or  against  early  rising  in  the  puerperium  would  be 
forthcoming. 

Let  me,  in  the  first  place,  clearly  state  the  question  under 
discussion.  The  term  "rational"  has  various  meanings,  and  it 
may  be  well,  in  the  first  place,  to  decide  upon  its  significance 
as  applied  adjectivally  to  the  puerperium.  The  dictionary 
states  that  it  may  mean  "  endowed  with  reason,"  "  exercising, 

c 
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or  able  to  exercise,  one's  reason  in  a  proper  manner,"  or  "  having 
sound  judgment";  but  obviously  these  definitions  refer  to  a 
person  rather  than  to  a  thing  or  a  state  such  as  the  puerperium. 
Another  moaning  is  "based  on  or  derived  from  reason  or 
reasoning";  but  this,  although  nearer  the  sense,  does  not  quite 
reach  it.  Perhaps  the  best  definition  is  "agreeable  to  reason, 
reasonable,  sensible,"  or,  looking  at  it  from  the  negative  side,, 
"not  foolish,  absurd,  or  extravagant."  I  am  not  forgetful  of 
the  fact  that  "  rational "  has  had  a  special  signification  in  the 
history  of  medicine,  and  that  it  has  been  used,  as  opposed  to 
"empirical,"  for  those  physicians  who  deduce  their  treatment 
of  cases  from  general  principles ;  but  I  hardly  think  that  this 
distinctive  shade  of  meaning  is  contained  in  the  phrase 
"rational  puerperium,"  although  it  may  not  be  altogether 
inappropriate  to  it.  "  Sensible,  reasonable,  not  foolish,  absurd, 
or  extravagant,"  are  doubtless  the  senses  which  underlie  the 
word  in  its  present  application. 

I  take  it,  then,  that  Dr  Haultain  was  thus  employing 
"  rational "  in  his  communication  of  July  last,  and  that  he  was 
making  a  plea  for  early  rising  in  the  puerperium  as  being  a 
reasonable  and  sensible  procedure,  and  one  which  was  neither 
foolish  nor  extravagant,  although  clearly  opposed  to  custom 
and  fashion,  and,  he  added,  to  tradition  and  religion. 

Of  course,  the  lying-in  period — if  we  may  still  use  that 
term — presents  other  problems  than  the  time  of  rising  from 
bed.  Some  of  these,  such  as  the  employment  of  vaginal 
douches,  the  management  of  the  breasts,  and  the  regulation  of 
the  bowels,  may  be  regarded  as  solved ;  others,  such  as  the 
nature  of  the  diet,  the  giving  of  ergot,  and  the  wearing  of  a 
binder,  can  scarcely  be  considered  as  quite  settled.  But,  in  the 
meantime,  these  matters  are  to  be  left  out  of  account,  and  our 
attention  is  to  be  focussed  on  the  date  of  the  resumption  of 
the  erect  posture  Ity  the  puerperal  patient.  It  may,  however^ 
be  doubted  whether  it  is  possible  to  neglect  the  consideration 
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of  these  other  matters ;  whether,  indeed,  these  details  are  not 
all  bound  up  together  with  the  one  under  consideration,  and  con- 
stitute, as  a  whole,  the  well-being  or  the  undoing  of  the  puerperal 
period.  Still,  so  far  as  it  can  be  done,  let  us  deal  solely  with 
the  question  of  the  date  of  rising. 

For  some  ten  years  or  more,  the  question  of  early  rising 
has  been  exercising  the  obstetric  mind  on  the  Continent ;  but, 
rightly  or  wrongly,  British  practitioners  and  teachers  have 
scarcely  considered  the  matter,  and  might  not  now  be  debating 
the  subject,  had  not  Dr  Haultain,  by  his  experiment  in  the 
Edinburgh  Eoyal  Maternity  Hospital  last  spring,  forced  it 
upon  their  notice.  But  the  question,  as  a  matter  of  fact, 
presented  itself  not  ten,  but  thirty-five  years  ago,  when  Dr 
William  Goodell  of  Philadelphia  (2)  described  the  method  of 
puerperium  followed  at  the  Preston  Retreat.  I  quote  from  his 
paper :  "  On  the  morning  following  the  day  of  her  labour  the 
woman  slips  into  a  chair  whilst  her  bed  is  making.  This  is 
repeated  once  or  twice  a  day  until  the  fourth  or  fifth  day,  when 
she,  if  so  disposed,  gets  up  and  dresses  herself.  No  patient 
quits  her  bed  against  her  will ;  yet  the  force  of  example  is 
so  great,  that  very  few  care  to  stay  in  bed  when  they  see 
their  companions  up  and  about."  This  is  a  very  remarkable 
statement  to  have  been  made  thirty-five  years  ago,  for  it  is 
almost  word  for  word  the  description  which  we  have  been 
getting  from  Germany  during  the  past  five  or  six  years.  But, 
further,  Dr  Goodell  adduced  the  following  reasons  for  early 
rising:  first,  labour  being  a  physiological  process,  it  should 
not  be  made  to  wear  the  livery  of  disease ;  second,  the  upright 
position  excites  the  uterus  to  contract,  and  lessens  the  amount 
and  duration  of  the  lochia ;  third,  uterine  diseases  are  hardly 
known  among  the  nations  whose  women  early  leave  their  beds ; 
and,  fourth,  experience  has  shown  him  (Dr  Goodell)  that 
convalescence  is  rendered  far  more  prompt  and  sure.  These, 
let  it  be  noted,  are,  with  perhaps  the  exception  of  the  third 
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one,  the  very  reasons  now  being  brought  forward  in  support  of 
tlie  early  resumption  of  the  erect  pi^sture  in  the  puerperium. 

From  Dr  Garrigues's  paper  (3),  in  which  he  criticises  the 
practice  of  Dr  Goodell,  it  may  be  learnt  that  the  latter  had 
some  folldwers  in  America ;  but  Dr  Garrigues  was  unable  to 
find  those  whu  supported  his  views  in  Europe.  "  In  the  three 
chief  countries  of  Europe,"  wrote  Dr  Garrigues,  "  all  the  latest 
publications  that  have  come  to  my  notice  recommend  an 
absolute  rest  in  the  horiz(jntal  position  for  one,  two,  or  even 
three  or  four,  weeks  after  parturition."  He  took  up  in  detail 
Dr  Goodell's  four  reasons  for  early  rising  in  the  puerperium. 
Although  parturition  was  a  physiological  process,  it  was  one  in 
which  a  transition  from  the  normal  condition  to  the  pathological 
was  extremely  common,  and  the  women  of  our  time  were  no 
longer  in  the  same  physiological  condition  as  in  the  infancy  of 
mankind ;  other  observers  had  not  found  that  the  upright 
position  lessened  the  amount  and  duration  of  the  lochial  flow ; 
and  here  Dr  Garrigues,  rather  curiously  as  it  has  since  turned 
out,  cited  Dr  Kiistner's  observations.  Passages  in  the  classics 
could  hardly  be  advanced  as  evidence  that  the  women  of 
antiquity  who  rose  early  did  not  suffer  from  uterine  diseases, 
for  the  medical  writers  of  that  age  often  recorded  such 
maladies;  and  Dr  Goodell's  primary  good  results  were  prob- 
ably due  rather  to  his  other  measures,  such  as  good  food, 
protection  from  infection,  and  relief  from  pain.  The  rest  of 
Garrigues's  contribution  was  devoted  to  the  consideration  of 
the  lie  of  the  uterus  during  the  puerperium,  both  in  the 
horizontal  aiid  in  the  erect  postures,  and,  arguing  from  the 
researches  of  Kiistner  and  others,  the  conclusion  was  reached 
that  the  upright  and  sitting  postures  ought  to  be  carefully 
avoided  until  involution  had  proceeded  so  far  that  the  uterus 
had  receded  from  the  anterior  wall  of  the  abdomen  and  returned 
to  the  pelvic  cavity,  Garrigues  would,  however,  allow  his 
puerperal  patients  to  turn  from  side  to  side  in  bed  after  the 
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first  twenty-four  hours,  and,  in  addition  (and  the  addition  is 
significant),  he  gave  in  entirely  normal  cases  vaginal  injections 
of  a  1-per-cent.  carbolic  acid  lotion  twice  a  day. 

I  have  considered  somewhat  fully  these  early  contributions 
(by  Goodell  and  Garrigues)  to  this  subject,  partly  because  they 
have  been  almost  entirely  overlooked  by  later  writers  and 
partly  because  they  enumerate  very  well  the  arguments  for 
and  against  early  rising  in  the  puerperium  which  were  used 
then  and  are  being  employed  now.  Of  course,  at  the  time 
when  they  were  written,  prophylactic  vaginal  douching  in  the 
puerperium  was  being  largely  practised,  with  the  result  that 
retention  of  the  lochial  discharge  in  the  upper  reach  of  the 
vaginal  canal  was  not  so  likely  to  occur  as  it  was  when  these 
injections  began  to  be  abandoned. 

Dr  Garrigues's  arguments  and  practice  must  have  proved 
victorious  over  those  of  Dr  Goodell,  for  more  than  twenty 
years  were  to  elapse  before  the  matter  was  again  discussed.  In 
1899  Kiistner(4)  raised  the  question  of  prolonged  rest  for  women 
in  the  puerperium  at  the  meeting  of  the  German  Society  for 
Gynaecology  in  Berlin.  He  thought  that  for  strong,  healthy, 
puerperal  patients  who  had  come  through  a  normal  labour,  and 
had  neither  been  infected  nor  had  suffered  lacerations,  a  rest  in 
bed  for  several  weeks  was  not  only  needless  but  actually 
harmful ;  they  ought  to  rise  on  the  third,  fourth,  or  even  on  the 
second  day  after  delivery.  If,  however,  there  had  been  lacera- 
tions (vestibular,  perineal,  vaginal,  or  cervical);  if  the  patient 
had  entered  the  clinic  showing  signs  of  infection ;  if  she  had  a 
profuse  gonorrhoeal  discharge;  if  operative  means  had  been 
employed  in  the  delivery,  or  if  the  labour,  although  terminated 
by  nature,  had  been  tedious,  the  longer  rest  in  bed  should  be 
permitted.  These  contra-indications  enumerated  by  Kiistner 
are  specially  noteworthy  in  connection  with  the  practice  of 
some  of  his  followers  which  has  not  always  been  similarly 
restricted.      Kiistner  reported  that  patients  thus  treated  did 
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not  sufler  in  any  way;  tliey  did  not  develop  prolapse  or 
retroversion  of  the  uterus,  the  involution  of  the  organ  was  not 
delayed  but  hastened,  the  functions  of  the  digestive  tract  were 
greatly  improved  (good  appetite,  natural  action  of  the  bowels), 
and  there  was  no  difficulty  with  micturition,  which  occurred 
spontaneously  and  more  frequently.  In  the  discussion  which 
followed  the  hearing  of  Kiistuer's  experiences,  fears  were 
expressed  by  Olshausen  and  others  lest  the  involution  of  the 
supporting  ligaments  of  the  uterus  might  be  interfered  with  ; 
lest  the  abdominal  walls  might  remain  relaxed ;  lest  thrombosis 
might  be  more  frequent ;  and  lest  the  pelvic  musculature  might 
suffer.  At  first,  Kiistner's  method  of  treatment,  breaking  as  it 
did  through  a  practice  so  firmly  established  as  rest  in  bed  during 
the  puerperium,  met  with  little  support;  indeed,  in  many  parts 
of  the  world  it  was  not  even  discussed.  Of  late  years,  however, 
it  has  found  advocates  in  various  places,  and  has  consequently 
excited  animated  controversy.  Quite  a  considerable  literature 
has  already  accumulated,  and  reference  may  be  made  to  articles 
mentioned  in  (5)  the  list  of  references  at  the  end. 

So  far,  most  of  the  records  have  been  favourable  to  the  new 
departure,  and  seem  to  show  that  after  normal  labours  there  is 
no  need  for  prolonged  rest  in  the  horizontal  posture.  Too  much 
weight  must  not,  however,  be  placed  on  these  results,  for  it 
is  a  well-known  fact  that  the  adoption  of  a  new  method  is  often 
followed  by  a  scries  of  satisfactory  results,  to  be  succeeded  by 
less  desirable  reports,  and,  finally,  by  an  altered  view  of  the 
requirements  of  the  matter,  and  by  a  modification  uf  both  the 
original  plan  of  treatment,  and  of  the  proposed  substitute 
for  it. 

Some  of  the  results  obtained  may  be  hero  stated.  Karl 
Mayer  allowed  his  patients  to  rise  when  they  liked,  with  the 
result  that  4  rose  on  the  third  day,  40  on  the  fourth, 
and  100  on  the  fifth  day;  the  morbidity  was  lower  by  10  per 
cent,    than   among   those    wh(t   followed    the   old    rule.       Von 
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Alvensleben  (to  whose  work  Dr  Ilaultain  alluded)  found  that 
out  of  100  cases  3  rose  on  the  first  day,  61  on  the  second,  19  on 
the  third,  and  18  on  the  fourth ;  the  morbidity  was  less  among 
them  than  in  the  general  clinic,  being  10  per  cent,  in  the  one 
and  17  per  cent,  in  the  other.  Dealing  with  235  parturient 
patients,  Opitz  found  that  56  got  up  on  the  first  day,  65  on  the 
second,  27  on  the  third,  52  from  the  fourth  to  the  sixth  day, 
21  on  the  seventh  and  eighth  days,  and  li  later;  his  results 
showed  that  retroflexion  of  the  uterus  was  not  made  more  likely 
by  the  early  rising,  that  involution  was  satisfactory,  and  that 
convalescence  was  not  interrupted.  Opitz,  however,  admitted 
that  it  was  difficult  to  prevent  the  newly  delivered  woman 
leaving  the  hospital  too  soon,  and  referred  to  the  fact  that  in 
private  practice  there  might  be  danger  owing  to  the  puerperal 
patient  being  under  less  constant  observation.  Kronig  (6)  does 
not  seem  to  have  been  under  the  influence  of  this  fear,  for  70 
per  cent,  of  his  private  patients  (250  in  number)  got  up  during 
the  first  day ;  he  also  still  further  shortened  the  resting  period 
for  patients  delivered  under  the  influence  of  scopolamine  and 
morphine  injections,  allowing  a  certain  number  to  get  up  from 
eight  to  ten  hours  post  partum.  Kronig's  published  results 
have  been  very  good,  and  he  did  not  meet  with  any  cases  of 
thrombosis  or  embolism.  He  was  of  opinion  that  his  patients 
were  better  able  to  nurse  their  babies,  that  uterine  involution 
went  on  quite  as  well,  that  the  lochia  came  away  more  readily, 
that  there  was  less  risk  of  accumulation  of  faeces  in  the  rectum, 
that  the  appetite  was  better,  and  that,  speaking  generally,  the 
bodily  system  was  better  able  to  resist  infection.  Eosenfeld 
was  able  also  to  report  good  results;  but  he  restricted  his 
patients  to  rising  for  one  hour  on  the  third  or  fourth  day,  and 
this  time  was  gradually  increased  till  they  left  the  hospital  on 
the  eighth  or  tenth  day.  Simon's  plan  was  somewhat  similar  ; 
he  kept  his  patients  in  bed  for  three  days,  but  allowed  them  to 
get  up  to  pass  water  if  there  was  any  difficulty  with  micturition ; 
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then  they  got  up  for  an  hour  on  the  fourth  day  and  fur  two 
hours  on  the  fifth,  if  there  was  no  fever ;  he  insisted  on  the 
wearing  of  a  binder,  and  instituted  gymnastic  exercises  to 
strengthen  the  abdominal  muscles  (bending  and  rotating  the 
trunk,  etc.);  and  he  l)elieved  that  his  patients  made  better 
recoveries.  It  is  interesting  to  note  that  early  rising  in  the 
puerperium  seems  to  be  leading  to  the  introduction  of  the 
obstetric  binder  into  some  countries  where  the  custom  has  been 
to  do  without  it;  this  ought  to  be  borne  in  mind  by  the 
enthusiasts  who  are  calling  out  for  its  abolition. 

So  far,  the  articles  to  which  I  have  referred  have  been 
favourable  to  the  proposed  alteration  in  the  management  of  the 
puerperium.  In  America  also,  Hinchey  has  supported  the  new 
procedure.  Gellhorn,  however,  is  of  an  opposite  opinion,  and 
has  cited  the  observations  of  Miillerheim  (given  at  the  meeting 
of  the  Berlin  Obstetrical  Society  on  13th  December  1907)  on 
more  than  a  thousand  women  in  Berlin,  many  of  whom,  although 
all  discharged  from  the  hospital  as  being  in  perfect  condition, 
required  weeks  of  rest  and  treatment  for  disturbances  which 
had  come  on  after  their  return  lK»me.  He  has  also  referred  to 
Wagoner's  observations  (given  at  the  same  meeting  in  Berlin) 
regarding  Javanese  women,  who  are  well  known  to  be  among 
the  most  perfect  specimens  of  womankind  so  far  as  physique  is 
concerned  ;  yet  these  women  suffered  much  from  embolism  and 
prolapsus  uteri,  and  Wagoner  pointed  out  that  by  an  old  law 
in  Java  they  were  compelled  to  get  up  immediately  after 
confinement  and  walk  about,  but  not  to  attend  to  their  domestic 
duties.  Gellhorn  had  noticed  the  same  thing  with  the  women 
of  Siam.  Here,  then,  in  Java  we  have  custom  insisting  that 
puerperal  patients  shall  rise  but  shall  not  do  any  work  in  the 
early  days  of  the  puerperium — exactly  what  the  obstetricians  of 
Germany  are  advocating;  and,  further,  the  Javanese  women  are 
perfect  specimens  as  regards  physique ;  and  yet  the  frequency 
of  embolism  and  prolapsus  uteri  among  these  women  impressed 


BY   DR   J.    W.    BALLANTYNE.  41 

Wagener.  A  still  more  serious  criticism  of  the  early  rising 
regime  is  contained  in  the  occurrence  of  a  death  from  thrombosis 
and  embolism  in  the  case  of  a  patient  who  was  allowed  to  get  up 
for  one  hour  on  the  second  day  of  the  puerperium  (7).  It  has 
been  maintained  by  some  that  early  rising,  instead  of  predispos- 
ing to  thrombosis  and  embolism,  will  actually  tend  to  prevent 
these  accidents,  but  Fromme's  observation  must  give  us  pause. 
At  any  rate,  in  the  presence  of  even  slight  signs  pointing  to 
commencing  sepsis,  it  will  be  well  to  suspend  the  practice  of 
early  resumption  of  the  erect  posture.  Hinchey  (8)  was  of 
opinion  that  inasmuch  as  no  cases  of  death  from  hfemorrhage 
or  embolism  had  occurred  on  account  of  early  rising,  and  as 
there  were  even  no  good  theoretical  reasons  for  fearing  such 
an  accident,  the  subject  might  be  dismissed  until  we  had  cause 
for  alarm.  The  cause  for  alarm  has  now,  however,  been 
provided,  in  the  case  recorded  by  Fromme.  Another  critical 
paper,  called  forth  by  Dr  Haultain's  article,  has  appeared 
within  the  last  few  weeks :  it  is  from  the  pen  of  Mr  H.  T. 
Hicks  (9).  This  writer  is  convinced  that  the  ten  or  fourteen 
days'  rest  in  bed  during  the  puerperium  is  not  only  right  but 
rational,  and  he  therefore  joins  issue  with  Dr  Haultain  and 
through  him  with  German  obstetric  opinion  in  a  very  definite 
fashion ;  his  views  are  mainly  theoretical,  but  are  worthy  of 
consideration. 

Such  was  the  state  of  matters  regarding  the  question  of 
rising  in  the  puerperium  when  I  took  over  the  Edinburgh 
Eoyal  Maternity  Hospital  for  the  autumn  quarter  last  August. 
I  felt  forced  to  reconsider  the  management  of  the  lying-in 
period  in  the  light  of  Dr  Haultain's  results  obtained  in  the 
same  building  three  months  previously,  and  I  had  before  me 
the  evidence  which  had  been  accumulated  during  the  past  ten 
years  in  Germany,  along  with  the  criticisms  that  had  been 
made  thereon.  I  found  that  in  the  quarter  immediately 
preceding  mine  the  practice  in  the  hospital  had  been  to  allow 
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the  normal  puerpejal  cases  to  rise  on  the  fifth  day:  and  I 
discovered  two  patients  who  had  risen  at  that  time  suffering 
from  phlebitis  of  the  leg.  Should  I  pursue  the  same  plan  as  in 
previous  years  and  allow  rising  on  the  ninth  or  tenth  day  in 
ordinary  cases  ?  Should  I,  on  the  other  hand,  pursue  the 
German  method  and  get  the  patients  up  on  the  second,  third, 
fourth,  or  fifth  day,  leaving  the  choice  absolutely  in  their  own 
hands?  Should  I  adopt  a  middle  path,  with  or  without  any 
other  mode  of  treatment  superadded  to  it  ? 

In  making  up  my  mind,  I  was  guided  by  the  following 
considerations.  It  seemed  to  me  that  perhaps  the  prolonged 
rest  of  ten  or  eleven  days  in  the  horizontal  position  was,  for 
ordinary  healthy  puerperal  women  of  the  class  that  used  the 
hospital,  unnecessary.  The  dorsal  decubitus  strictly  maintained 
had  been  shown  to  be  needless  in  Germany,  and  Dr  Haultain's 
statistics  had  proved  that  it  might  be  abandoned  in  this 
country  without  accident  in  a  series  of  one  hundred  hospital 
cases.  At  the  same  time,  I  was  convinced  that  the  horizontal 
position  in  the  early  days  (say  the  first  week)  of  the  puer- 
perium  had  distinct  advantages,  and  was  in  some  respects  an 
admirable  safeguard  against  certain  accidents.  I  was  also 
convinced  that  there  were  advantages  associated  with  early 
rising  which  were  not  entirely  dependent  upon  the  erect 
posture  thereby  assumed;  these  were,  to  my  mind,  the 
strengthening  of  the  abdominal  and  pelvic  muscles,  the  improved 
digestion  and  better  appetite,  the  easier  regulation  of  the 
bowels,  the  more  ready  escape  of  the  lochial  discharge,  and  the 
greater  feeling  of  general  well-being,  bodily  and  mental, 
produced  by  exercise.  So  the  problem  before  me  was  the 
obtainment,  for  the  puerperal  patients  under  my  charge,  of  the 
advantages  associated  with  early  rising,  without  the  risks  which 
might  be  expected  to  belong  to  the  resumption  of  the  erect 
posture  in  the  first  days  of  the  i)ucrperium.  If  I  could 
accomplish  this,  it  seemed  to  me  that  1  had  solved  my  problem ; 
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and  if,  incidentally,  I  found  a  way  of  doing  so  which  did  not 
run  altogether  contrary  to  established  custom  and  usage,  I 
fancied  I  might  congratulate  myself  on  complete  success. 

Before  proceeding  to  detail  the  plan  which  I  was  led  to 
adopt,  I  must  here  refer  to  a  matter  which  I  believe  to  be  of 
some  importance,  and  to  have  a  bearing  upon  this  whole  question 
of  early  or  late  rising  in  the  puerperium.  For  several  years  I 
have  abandoned  the  practice  of  vaginal  douching  as  a  routine 
procedure  in  the  puerperium ;  I  still  occasionally  resort  to  it, 
but  only  in  special  cases  and  for  definite  indications  (especially 
the  presence  of  signs  of  vaginal  or  cervical  infection).  The 
result  of  this  change  in  the  management  of  the  puerperal  state 
was  not  at  first  recognised  by  me,  but  gradually  1  came  to  suspect 
that  it  had  something  to  do  with  a  tendency  to  delay  in  the 
escape  of  the  lochial  discharge.  Dr  Nepean  Longridge,  in  his 
paper  on  The  Blood-tight  Uterus,  has  recently  been  telling  the 
profession  that  he  looks  forward  to  a  time  when  it  will  not  be 
necessary  for  women  to  have  lochia  after  normal  labour  (1 0) ;  but 
until  that  day  dawn  it  will,  I  think,  continue  to  be  incumbent 
upon  the  obstetrician  to  throw  no  obstacle  in  the  way  of  the 
escape  of  the  puerperal  discharge.  At  first  I  treated  delayed 
lochia  by  slightly  raising  the  upper  end  of  the  bed,  using  a  pair 
of  blocks  with  cup-shaped  depressions  in  them  for  this  purpose ; 
and  I  was  often  able  to  trace  distinct  benefit  to  this  simple 
device.  But,  largely  through  the  persistent  and  strenvious 
advocacy  of  my  assistant  physician,  Dr  Oliphant  Nicholson,  it 
began  to  be  our  custom  to  give  to  almost  all  the  puerperal 
patients  a  pill  containing  sulphate  of  quinine  and  extract  of 
ergot,  with  the  occasional  addition  of  j  to  i  grain  of  digitalis 
folia.  Whatever  plan  of  management  of  the  puerperium  should 
be  decided  upon,  it  was  resolved  to  continue  the  use  of  the 
puerperal  pill  (as  it  was  called)  as  an  integral  part  thereof. 

In  reading  Kronig's  paper  (11),  I  had  been  impressed  with  the 
fact  that  his  patients  carried  out  exercises,  consisting  in  bending 
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the  body  down  and  raising  it  again  and  in  bringing  into  action 
the  gluteal  and  adductor  muscles,  in  addition  to  rising  early 
from  the  horizontal  position.  I  found  that  Gellhorn,  whilst 
protesting  against  early  rising,  was  persuaded  of  the  necessity 
of  physical  exercise.  "  Hercules  himself,"  he  said,  "  would  have 
lost  his  strength  had  he  been  confined  to  bed  for  several  weeks." 
He  pointed  out  that  Dr  Von  Wild,  in  Cassel,  had  recommended 
calisthenics  in  bed  during  the  puerperium  to  counteract  the 
obstinate  constipation  then  so  prevalent;  and  he  (Dr  Gellhorn) 
recommended  that  his  patients,  after  twelve  hours'  rest  on  the 
back,  should  commence  turning  movements  from  side  to  side. 
His  method  is  set  forth  in  detail  in  his  paper,  already  referred 
to  (12).  Professor  Schiicking,  of  Pyrmont  (13),  has  also  found 
these  exercises  in  the  lying  position  {Liajcfji/mnastik)  most 
beneficial  in  the  puerperium. 

I  determined,  therefore,  to  recommend  to  such  puerperal 
patients  as  we  might  regard  as  suitable  the  performance  of 
systematised  movements  carried  out  in  the  horizontal  posture. 
The  movements  were  not  to  be  forced  upon  any  one,  but  were 
to  be  quite  voluntary.  The  carrying  out  of  the  plan  was  greatly 
facilitated  by  the  fact  that  one  of  the  nurses  in  training  was 
well  acquainted  with  the  Liefjegymnashk,  and,  as  a  matter  of 
fact,  the  supervision  of  the  exercises  was  left  entirely  to  the 
sister  and  nurses. 

Each  patient  was  covered  with  a  blanket^  and  lay  flat  in  bed 
with  her  arms  by  her  sides.  The  sister  or  nurse  standing  in 
the  centre  of  the  ward  direuled  the  exercises.  The  patients 
were  directed  to  turn  from  the  back  on  to  the  side ;  three  times 
they  rolled  on  to  the  one  side ;  thrice  they  drew  up  the  knees ; 
and  thrice  they  rolled  on  to  the  other  side.  Next  they  did 
exercises  with  the  arms,  first  stretching  them  above  the  head, 
then  flexing  them  upon  the  chest,  then  stretching  them  at  right 
angles  to  the  trunk,  and  finally  placing  them  by  the  side;  the 
arm  exorcises   were   carried   out   six    times.      Next   they   did 
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breathing  exercises  six  times,  filling  the  chest  with  air,  the  arms 
being  stretched  by  the  sides  the  while.  Finally,  they  rolled 
from  side  to  side  three  times.  In  the  majority  of  cases  these 
movements  were  begun  in  the  first  day  of  the  puerperium — that 
is,  in  the  second  twenty-four  hours  after  labour.  In  no  ease 
were  they  begun  later  than  the  fourth  day.  On  the  first  day 
they  lasted  for  about  ten  minutes,  on  the  second  for  twenty 
minutes,  and  on  the  third  for  thirty  minutes ;  they  were  never 
carried  beyond  that  time.  The  nurse  in  charge  regulated  the 
time  for  each.  No  patient  ever  refused  to  perform  the  exercises, 
and  no  compulsion  was  used ;  the  majority  enjoyed  them.  In 
most  of  the  cases  the  tone  of  the  abdominal  muscles  when  the 
patients  left  the  hospital  was  above  the  average,  and  it  was 
noticed  that  the  result  was  poorest  in  phlegmatic  women  and 
in  those  who  had  shown  no  enthusiasm  for  the  exercises.  It 
could  not  be  traced  that  the  movements  had  any  marked  effect 
upon  the  action  of  the  bowels.  The  tone  of  the  abdominal 
muscles  was  tested  in  every  case  by  my  senior  resident  surgeon 
(Dr  T.  Y.  Finlay).  He  got  the  patient  to  contract  her  muscles 
voluntarily,  palpated  the  abdomen  during  the  act,  and  again 
when  the  muscles  were  lax ;  if  in  any  case  the  space  between 
the  recti  muscles  was  at  all  patent,  the  tone  was  not  considered 
g;ood  ;  but  this  was  not  often  noticed.  The  cases  were  classified 
as:  good  (81),  fair  (19),  and  bad  (7),  and  a  few  (6)  of  the  good 
were  regarded  as  excellent. 

The  following  figures  are  interesting.  One  hundred  and 
fifty-two  patients  were  treated  in  the  hospital  during  the 
quarter ;  9  of  these  came  in  for  pre -maternity  treatment  and 
left  before  the  time  of  delivery;  of  the  remainder  (143),  21 
patients  were  not  allowed  to  do  the  exercises ;  all  the  rest 
(122)  performed  the  movements  after  their  deliveries,  but  as  in 
15  of  these  cases  Dr  Finlay  was  not  able  to  test  the  tone  of  the 
abdominal  muscles — these  patients  being  under  treatment  at 
the   close   of   the   quarter,  when   Dr   Finlay   left — they  were 
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su])tracted  from  the  total.  One  hundred  and  seven  patients, 
therefore,  who  had  been  delivered  during  the  quarter  carried 
out  the  movements  and  were  examined  as  to  muscular  tone 
Itefore  leaving.     Of  this  number — 

69  began  exercises  on  the  first  day  after  delivery. 
18  .,  second  „ 

16  „  third  „ 

4  „  fourth  „ 

The  69  patients  who  did  exercises  from  the  first  day  onward 
were  mostly  normal  cases.  Some  had  forceps  for  delay,  2  or 
3  had  adherent  membranes  requiring  an  intra-uterine  douche, 
2  were  breech  cases,  and  1  was  an  occipito  -  posterior 
position.  In  the  18  cases  in  which  the  exercises  were  begun  on 
the  second  day  there  had  been  some  interference  or  anomaly. 
For  instance,  there  was  a  case  of  forceps  for  persistent  left 
occipito-posterior  position;  there  was  hydramnios  with  an 
anencephalic  fretus ;  there  was  slight  albuminuria ;  there  was  a 
case  of  twins ;  there  was  one  case  of  cervical  cysts ;  there  were 
several  breech  presentations  ;  there  was  a  prolapsed  cord  and 
dead  foetus ;  there  was  syphilis  with  a  dead  foetus ;  there  was 
epilepsy ;  and  there  was  a  post-part uin  hcemorrhage.  Among 
the  16  in  which  the  movements  were  begun  only  on  the  third 
day  there  had  been  more  serious  irregularities,  such  as 
craniotomy  (2),  eclampsia  (4),  albuminuria  (3),  post-partum 
haemorrhage,  and  induction  of  labour.  The  4  patients  who 
began  so  late  as  the  fourth  day  were  a  case  of  collapse  after 
delivery  of  twins,  2  cases  of  accidental  haemorrhage,  and  1 
case  of  persistently  rapid  pulse  in  which  thyroid  extract  had 
been  given  during  pregnancy  for  marked  obesity.  I  think  it 
will  be  generally  admitted  that  many  of  the  38  patients  who 
began  exercises  later  than  the  first  day  could  not  have  been 
allowed,  even  by  those  who  most  enthusiastically  advocate  early 
rising,  to  leave  their  beds  by  the  third  day ;  yet  they  were  able 
to  perform  exercises  in  the  horizontal  position  and  to  benefit 
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from  them,  as  was  shown  from  the  dates  on  which  they  were 
able  to  leave  the  hospital  and  by  their  general  condition.  It 
will  be  remembered  that  21  cases  were  not  considered  suitable 
for  the  Liccicgymnastik  or  did  not  get  it ;  of  these  there  were  4 
who  were  delivered  before  the  plan  of  giving  the  exercises  was 
adopted,  there  were  5  cases  of  eclampsia,  there  were  3  of 
inevitable  abortion,  there  was  a  case  sent  into  the  hospital 
septic  (where  death  took  place),  there  were  2  cases  of  heart 
disease  (1  a  very  serious  one),  there  were  2  cases  of  influenza  (1 
complicated  with  rheumatism),  there  was  1  of  albuminuria  and 
pneumonia,  1  of  craniotomy  (a  death),  1  of  syphilis  and  hystero- 
epilepsy,  and  1  of  a  patient  who  gave  birth  to  a  macerated 
foetus,  got  up  on  the  fourth  day,  and  left  the  hospital  against 
orders. 

With  regard  to  the  date  of  resumption  of  the  erect  posture, 
each  of  the  cases  in  which  exercises  had  been  performed  was 
judged  on  its  own  merits,  with  the  result  that  43  rose  on  the 
seventh  day,  38  on  the  eighth,  19  on  the  ninth,  4  on  the  tenth, 
and  1  each  on  the  sixth,  the  eleventh,  and  the  twelfth.  Towards 
the  beginning  of  the  quarter  the  eighth  day  was  regarded  as  the 
routine  time  for  leaving  the  horizontal  position,  but  towards  the 
latter  part  of  the  term  many  of  the  patients  got  up  on  the 
seventh.  A  very  noticeable  feature  in  these  cases  was  the 
absence  of  the  usual  phenomena  which  follow  upon  rest  for 
some  days  in  the  horizontal  position ;  the  patients,  for  instance, 
did  not  experience  the  same  feeling  of  weakness  in  the  limbs, 
dizziness,  etc.,  as  usual.  It  seemed,  therefore,  as  if  the  seven 
or  eight  days'  rest  in  bed  with  the  exercises  was  followed  by  a 
more  immediate  return  to  the  condition  of  normal  health  and 
strength  than  after  the  longer  period  of  rest  without  the 
exercises,  such  as  had  prevailed  during  my  previous  term  of 
office  in  the  Royal  Maternity  Hospital. 

"When  the  rising  took  place  upon  the  seventh  or  eighth  days, 
it  was  noticed  that  there  was  generally  a  rise  in  the  pulse-rate. 
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Fig,  1. — No.  104.     Normal  labour.     Rose  on  seventh  day. 

Blood-pressure         Pulse. 

12.20  noon,  before  rising— rulse,  64  ;  Blood-pressure,  120. 
2  P.M.,  while  up— Pulse,  100 ;  Blood-pressure,  110. 
9  P.M.,  back  in  bed— Pulse,  76  ;  Blood-pressure,  125. 
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Fig.  2.— No.  92.     Normal  labour.     Rose  on  seventh  day. 

Blood-pressure         Pulse. 

11  A.M.,  before  rising— Pulse-rate,  TO;  Blood-pressurf,  120. 
2.80  P.M.,  while  up— Pulse-rate,  110  ;  Ulood-pressure,  116. 
2.85  P.M.,  while  up— Pulso-rate,  138;  Blood-pressure,  110. 
8  P.M.,  back  in  bed— Pulse-rate,  90;  Blood-pressure,  106. 
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accompanied  by  a  fall  in  the  blood-pressure.  In  fifteen 
patients  the  blood-pressure  was  taken  before  rising,  during  the 
time  the  patient  was  up,  and  again  after  she  went  back  to  bed 
again.  Some  of  the  results  were  very  interesting ;  in  one 
instance  of  rising  (No.  104,  Fig.  1)  on  the  seventh  day,  the 
pulse  before  rising  was  64;  while  the  patieiit  was  up  it  was  100, 
and  after  her  return  to  bed  it  was  76,  while  the  blood-pressure 
for  the  3  corresponding  times  was  120,  110,  and  125;  so  that 
here  the  rise  of  the  pulse-rate  and  the  fall  of  the  pressure  were 
very  evident.  In  another  instance  (No.  92,  a  nervous  woman, 
Fig.  2),  the  pulse-rate  before  rising  was  76  ;  while  the  patient 
was  up  it  rose  to  116,  and  five  minutes  later  it  was  found  to  be 
138  ;  when  she  went  back  to  bed  again  it  fell  to  96.  The  blood- 
23ressure  for  the  four  corresponding  periods  was  120, 116, 110,  and 
106  ;  here,  then,  it  was  seen  that  not  only  did  the  pulse-rate 
increase  and  the  pressure  fall  when  the  patient  rose,  but  the 
readings  varied  from  116  to  138  whilst  the  woman  was  up; 
after  getting  back  to  bed  again,  neither  the  rate  nor  the  pressure 
returned  to  what  they  were  before.  In  another  case  (N"o.  94, 
Fig.  3)  of  rising  on  the  seventh  day,  the  pulse-rate  before  rising 
was  68  :  it  rose  to  104  whilst  she  was  up,  and  fell  after  going 
back  to  bed  to  96  ;  the  blood-pressure  for  the  three  corresponding 
times  was  158.  138,  and  142.  In  another  case  (No.  99,  Fig.  4), 
the  rate  and  pressure  were  taken  before  rising,  whilst  the 
patient  was  up,  and  on  the  succeeding  day ;  in  this  instance, 
the  rate  before  rising  was  51,  it  rose  to  76  while  she  was  up, 
and  had  fallen  next  day  to  48,  while  the  pressure  for  the 
corresponding  times  was  124,  120,  and  128.  These  four  were 
all  seventh-day  risers,  who  began  exercises  on  the  first  or  second 
days.  In  only  one  out  of  the  fifteen  tested  cases  (No.  102)  did 
the  pulse-rate  fall  when  the  patient  got  up ;  this  was  a  seventh- 
day  riser,  who  began  exercises  on  the  first  day ;  the  pulse  before 
rising  was  78,  it  was  64  while  she  was  up,  and  it  was  80  after 
she  went  back  to  bed ;  the  blood-pressure  in  this  case  also  was 
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Fig,  3. — No.  94.     Normal  labour.     Rose  on  seventh  day, 

Blood-pressure.         Pulse. 

11  A.M.,  before  rising— Pulse-rate,  08;  Blood-pressure,  158. 
2.30  P.M.,  while  up— Pulse-rate,  104  ;  Blood-pressure,  138. 
.,  back  in  bed — Pulse-rate,  96  ;  Blood-pressure,  142. 


3  p, 


J  P.M.,  Willie  up— Pulse-rate,  104  ;  Blood-pressure 
,M.,  back  in  bed — Pulse-rate,  96  ;  Blood-pressure, '. 


Blood 
Pressure 

Pulse 

Before 

While 
up 

BacA  in 
bed 

nexf-  day 

13  5 

95 

130 

90 

1  25 

as 

y^ 

IZO 

ao 

^~^ 

~-~~^ 

1  IS 

75 

• 

1  1  o 

70 

I05 

65 

1  oo 

60 

95 

Ji 

90 

5  0 

.■' 

• 

85 

-Ci 

80 

'>o 

Fig.    4. — No.    99.      Normal   pregnancy.      Retained  membrane.      Rose   on 
seventh  day.      Exercises  began  on  second  daj-. 

Blood-pressure Pulse. 

12.15  noon,  before  rising;— Pulse-rate,  51  ;  Blood-pressure,  124. 

2.S5  P.M.,  while  up— Pulse  rate,  76  ;  Bloo(i-i)res8ure,  120. 

12  noon  next  day,  back  in  bed— Pulse-rate,  48 ;  Blood-pressure,  128. 
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anomalous,  for  it  continued  falling  after  she  went  back  to  bed, 
being  120,  110,  and  100  at  the  three  takings.  Another 
anomalous  case  (No.  103)  was  one  in  which  the  pulse-rate 
increased  from  72  to  88  on  rising,  and  on  going  back  to  bed 
rose  still  further  to  10-4;  the  blood-pressure  in  this  same 
patient  fell  from  135  to  110,  and  rose  again  to  140.  In  a 
patient  (No.  96)  who  did  not  rise  till  the  ninth  day  (a  forceps 
case),  the  pulse  followed  the  usual  plan  of  deviation,  being  80, 
100,  and  76  respectively,  whilst  the  blood-pressure  was  112, 
108,  and  108.  Although  the  pulse-rate  increased  in  one  case 
(No.  91)  from  76  to  96,  and  fell  again  to  84,  the  pressure 
remained  very  much  the  same  —  namely,  120,  120,  and 
116. 

These  results,  although  they  differ  somewhat  among  them- 
selves, prove  very  decidedly  that  rising  from  bed  at  the  end  of 
the  first  week  produces  a  very  distinct  effect  upon  the  pulse- 
rate  and  the  blood-pressure ;  and  the  change  nearly  always 
takes  the  form  of  a  quickening  of  the  pulse  (often  to  the  extent 
of  20  beats  per  minute,  and  sometimes  to  that  of  40),  while  the 
blood-pressure  generally  falls  from  4  to  10,  or  even  20  points. 
The  change  in  the  pulse-rate  is  much  more  constant  than  in 
the  blood-pressure,  however,  and  is  far  more  than  occurs  in 
ordinary  (non-puerperal)  circumstances. 

There  was  no  mortality  among  these  107  patients  who 
performed  the  exercises;  and,  what  is  perhaps  more  striking, 
there  was  no  morbidity.  That  is  to  say,  there  was  not  a  single 
case  in  which  the  temperature  was  above  100°  for  more  than 
one  reading,  with  a  pulse  of  more  than  90.  In  a  few  instances 
there  was  a  pulse  of  between  90  and  100  for  three  consecutive 
readings,  but  in  these  cases  the  temperature  was  not  above 
normal.  It  will  be  said  that  they  were  selected  cases.  So  they 
were :  but  I  have  named  the  conditions  which  existed  in  some 
of  them  (hydramnios,  twins,  albuminuria,  craniotomy,  eclampsia, 
'post-partum  haemorrhage,  and  even  accidental  haemorrhage),  and 
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I  believe  it  will  be  readily  admitted  that  the  selection  was 
made  within  very  wide  limits. 

With  regard  to  displacements  of  the  womb,  discovered 
before  the  patients  left  the  hospital,  there  were  three  instances 
of  slight  deviation  of  the  uterus  to  the  right  side,  and  two  cases 
of  anteversion  (a  more  marked  degree  than  is  to  be  counted 
normal  is  meant).  Among  the  patients  who  performed  exercises 
there  were  four  in  whom  the  uterus  was  found  to  be  retro- 
verted;  one  of  these  had  had  craniotomy  performed,  and  she 
was  sent  to  the  Eoyal  Infirmary  for  treatment,  but  was  told 
there  that  the  displacement  was  insufficient  to  necessitate  the 
wearing  of  a  pessary ;  another  had  had  one  eclamptic  fit  before 
admission ;  another  was  an  epileptic,  and  had  induction  per- 
formed; and  the  fourth  was  a  rheumatic  subject.  In  a  few 
cases  the  uterus  was  found  to  be  larger  than  usual  when  the 
patients  left  the  hospital,  but  the  enlargement  was 
comparatively  slight. 

Now,  what  effect  have  these  observations  upon  the  whole 
question  of  the  rational  management  of  the  puerperium  ?  With 
the  facts  before  us  are  we  to  make  any  marked  alteration  in 
the  routine  treatment  of  the  lying-in  period,  and,  if  so,  what 
form  shall  the  alteration  take,  and  to  what  extent  shall  it  be 
carried  ?    To  my  mind,  the  following  conclusions  are  justified : — 

1.  I  think  it  is  permissible  to  reduce  the  period  of  rest  after 
labour  for  the  ordinary  hospital  patient  to  a  small  extent,  say, 
from  10  or  11  days  to  from  8  to  9 ;  after  a  normal  laliour, 
therefore,  the  puerperal  patient  would  resume  the  erect  posture 
on  the  eighth  or  ninth  day. 

2.  The  carrying  out  of  systematised  exercises  in  the 
horizontal  position  during  the  early  days  of  the  puerperium  up 
to  the  day  of  rising  helps  to  keep  the  muscles  in  good  tone, 
saves  the  patient  from  ennui,  and  facilitates  a  return  to  the 
normal  after  the  resumption  of  the  erect  posture. 

?>.  When    systematised   exercises  (or  Liegcgymnastik)  are 
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carried  through  it  may  possibly  be  found  to  be  safe  to  allow 
the  patient  to  rise  on  the  seventh  instead  of  on  a  later 
day. 

4.  The  consideration  of  the  day  of  rising  in  the  puerperium 
cannot  be  dissociated  from  the  discussion  of  the  other 
phenomena  of  that  period ;  the  rate  of  the  pulse,  the  amount  of 
the  blood-pressure,  the  temperature,  and  other  things  must  all 
be  scrutinised  under  the  novel  circumstances  produced  by 
changing  the  date  of  rising ;  and  the  result  of  such  a  scrutiny 
is  to  show  that  rising  even  on  the  seventh  and  eighth  days 
causes  a  very  distinct  rise  in  the  pulse-rate,  with,  generally 
speaking,  a  fall  in  the  blood-pressure.  The  disturbance  in  the 
circulation  thus  produced  cannot  be  left  unconsidered,  and  it 
may  have  a  recognisable  effect  upon  the  after-health  of  the 
patient. 

5.  Neither  can  the  employment  of  other  measures  in  the 
puerperium  be  left  out  of  account ;  if  exercises  in  the  recumbent 
posture  be  employed,  and  if  the  puerperal  pill  be  given,  then 
there  will  be  no  loss  of  muscular  tone,  and  no  disturbance  of 
the  rate  of  uterine  and  vaginal  involution,  and  the  escape  of  the 
lochial  discharge  will  be  facilitated ;  under  these  circumstances 
the  necessity  for  earlier  rising  will  disappear  with  the  accom- 
plishment by  other  means  of  the  results  alleged  to  be  obtained 
by  it,  and  the  risks  associated  with  the  abandonment  of  the 
horizontal  position  will  be  avoided. 

6.  Whatever  plan  of  management  of  the  puerperium  be 
adopted,  there  will  be  a  necessity  to  distinguish  normal  cases 
from  morbid  ones,  and  the  tendency  to  mete  out  the  same 
treatment  to  all  patients  must  be  checked.  The  first  advocates 
of  earlier  rising  in  the  puerperium  laid  very  considerable 
emphasis  upon  the  contra-indications  to  the  procedure  which 
they  regarded  as  binding;  but  in  later  writings  these  con- 
tra-indications have  been  somewhat  obscured  or  slurred  over. 
The  contra-indications  to  early  rising  are  real,  and  they  are 
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tacitly,  if  not  openly,  admitted.  ^ly  opinion  is  that  the 
contra-indications  to  the  performance  of  exercises  in  the 
horizontal  position  are  also  real — they  were  present  in  21 
out  of  the  143  cases  with  which  I  had  to  deal — but  it  is  also 
my  belief  that  it  will  be  found  to  be  safe  to  practise  the 
Liegegymnastih  in  many  cases  in  which  rising  on  the  third 
day  should  be  forbidden. 

7.  When  the  attempt  is  made  to  carry  over  into  private 
practice  from  the  hospital  such  a  change  in  the  management 
of  the  puerperium  as  is  entailed  in  rising  from  bed  on  the 
third  day,  all  the  considerations  adduced  above  will  require 
to  be  taken  into  account.  It  is,  I  think,  the  case  that  rest  in 
bed  in  the  puerperal  period  is  longer  than  need  be,  and  possibly 
some  shortening  of  the  time  so  spent  might  be  advantageous ; 
further,  the  strict  maintenance  of  the  dorsal  posture  need  not 
be  insisted  upon,  and  the  patient  may  be  encouraged  to  turn 
freely  about  while  retaining  the  horizontal  position.  I  should 
not  otherwise  alter  the  ordinary  management  of  the  puerperium 
in  private  practice. 

Perhaps  the  crux  of  the  whole  matter  is  contained  in  the 
way  we  regard  the  puerperium.  We  may  maintain,  with  Dr 
Goodell,  that  labour  is  a  physiological  process,  and  ought  not 
to  be  made  to  wear  the  livery  of  disease;  but  we  must  be 
prepared  to  own  that  labour  has  a  mortality,  which  in  maternity 
hospitals  occasionally  is  as  high  as  that  following  the  per- 
formance of  hysterectomy  by  a  skilled  gynaecologist.  In  the 
Edinl)urgh  Eoyal  Maternity  Hospital  there  were  thirteen 
niiiternal  deaths  in  1908,  and  not  fewer  will  be  recorded  for 
1909.  It  may  be  said  that  hospital  statistics  cannot  fairly  be 
used  to  decide  regarding  ordinary  cases,  but  it  is  precisely  into 
hospital  practice  that  it  is  proposed  to  intrdduce  third-day 
rising.  Wo  may  more  correctly  say  that  labour  is  a  physio- 
logical process  which,  under  present-day  conditions,  borders  so 
closely  on  the  pathological  that  it  not  infrequently  passes  over 
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into  it ;  and  we  may  add  that  the  puerperium  which  follows 
tliis  physiological  process  (with  the  tendency  to  become 
pathological)  may  also  become  pathological,  may  even  become 
pathological  when  the  preceding  labour  has  remained 
physiological.  It  seems  to  me  that  the  great  guiding  principle 
of  midwifery  practice  is  to  prevent  the  passing  of  the 
physiological  into  the  pathological.  We  give  our  students  a 
hundred  lectures,  not  to  enable  them  to  deal  with  the  normal 
cases,  which  have  no  tendency  to  pass  into  the  dangerous 
group  —  far  fewer  lectures  would  suffice  for  that — we  give 
them  this  teaching  to  enable  them  to  manage  the  few  abnormal 
cases,  to  prevent  them,  or  to  cure  them  when  prevention  fails. 
The  whole  system  of  obstetric  asepsis  has  been  elaborated,  not 
so  much  to  benefit  the  normal  labour,  in  which  there  is  no  need 
for  interference,  as  to  save  from  the  danger  of  infection  the 
abnormal  case,  in  which  there  is  much  interference.  We  are 
legislating,  so  to  say,  always  for  the  unusual,  although  we 
apply  the  laws  both  to  usual  and  to  unusual.  It  is  the 
exceptional  cases  we  have  to  keep  in  full  view.  I  feel  sure 
that  everyone  will  agree  that  it  is  wise  to  scrutinise  closely 
any  proposal  to  abandon  any  one  of  the  precautions  with  which 
we  have  surrounded  the  puerperal  period.  The  prolonged  rest 
in  the  horizontal  position  may  be  irksome;  it  may  be  found 
possible  to  shorten  it  a  little  without  risk  (more  especially  if 
exercises  are  introduced) ;  but  we  must  be  careful  to  retain  the 
safeguards  which  experience  has  adopted  for  the  advantage,  not 
only  of  the  normal  cases,  which  might  do  without  them,  but 
also  of  the  abnormal  cases,  which  could  not  dispense  with  them 
without  an  increase  of  danger.  Kather  than  run  any  such  risk, 
the  practitioner  may  find  it  wise  to  retain  the  status  quo  ante 
Kilstner. 

Pregnancy  is  a  nine-months'  period  of  stress  and  strain, 
during  which  every  tissue  and  organ  of  the  mother's  body  is 
working,  so  to  say,  at  high  pressure  in  building  up  the  foetal 
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organism  and   in  adapting  all  the  maternal  structures  to  the 
new  requirements.     So  long,  as  Professor  P.  Bar  pithily  and 
precisely  puts  it,  as  there  is  foetvs  sanus  in  matre  sana,  no 
harm  results ;  but  the  path  of  safety  is  a  very  narrow  track, 
and  the  pregnant  woman  needs  every  care  that   her  medical 
attendant  gives   to   her.      Dr   Haultain's   remark,  interjected 
into  his  reply  on  the  discussion  following  his  paper  last  July, 
to  the  effect   that   he  considered   a  fortnight's  rest  would  be 
more  beneficial  to  the  working  woman  before  rather  than  after 
her  confinement  (14),  meets  with  my  cordial  approval  so  far,  at 
any  rate,  as  it  refers  to  care  in  pregnancy.     Labour,  again,  is  a 
time  of  marked  stress  and  strain,  for  the  act  of  childbirth  is 
admittedly  one  involving  great  muscular  exertion  accompanied 
by  intense  suffering.     During  this  time  the  parturient  patient 
needs  and  freely  receives  the  obstetrician's  constant  and  watch- 
ful care.     The  puerpei'ium  is  no  less  a  time  of  stress  and  strain, 
for  now  the  results  of   nine  months'  upbuilding  have   to   be 
safely  and  speedily  removed,  the  changes  which  took  place  in 
the  maternal  organs,  both  in  the  genital  sphere  and  outside  of 
it,  have  to  be  undone,  and  a  great  process  of   alteration  and 
adaptation  to  new  circumstances   has   to   be  carried  through. 
To  take  but  one  phenomenon  in  it,  the  uterus,  which  after  the 
birth  of  the  child  and  placenta  weighs  about  35  oz.,  is  reduced 
during  the  short  term  of  the  lying-in  period  to  about  1  oz. — a 
change  which  entails   extraordinary  rapidity  and   activity  of 
absorption  and   excretion.     Further,  a   new  function,  that   of 
lactation,  has  to  be  established ;  it  likewise  is  a  physiological 
process,  but   liable   to   morbid   devek)pments  or  to   imperfect 
performance.    On  the  whole,  it  does  not  seem  to  bo  unreasonable 
or  irrational  to  allow  hospital  patients  a  week  or  eight  days' 
rest   in  the  horizontal  position  after  a  time  of   stress  of  nine 
months,  and  to  the  class  of  private  patients  perhaps  three  or 
four   days   might   be   added    with   advantage.     In    both  cases 
exercises  in  the  lying  position  could  bo  relied  on  to  keep  the 
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muscular  system  in  tone  and  to  prepare  for  the  resumption  of 
the  erect  posture. 

In  conclusion,  I  have  t(j  thank  Drs  T.  Yule  Finlay  and 
Kelman  Macdonald,  the  house-surgeons  during  the  autumn 
quarter,  for  the  careful  way  in  which  they  ascertained  the 
results  of  the  Licgegymnastik  and  for  the  labour  they  bestowed 
upon  the  estimation  of  the  blood-pressure  and  other  clinical 
details. 
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Dr  James  Ritchie  said  that  the  paper  was  a  very  vahiable 
contribution  to  the  subject.  He  had  not  gathered  from  reading 
Dr  Haultain's  paper  that  all  of  his  patients  rose  on  the  third 
day.  He  disagreed  entirely  with  the  statement  that  childbirth 
is  to  be  regarded  as  a  physiological  function.  It  is  not  so 
nowadays,  whatever  it  may  have  been  in  the  remote  past.  It 
therefore  demands  special  treatment.  He  entirely  disapproves 
of  douching,  especially  with  an  antiseptic  solution,  except  in 
special  cases.  What  Dr  Ballantyne  proposes  seems  to  be  a 
very  safe  procedure.  It  was  proper  to  draw  a  distinction 
between  the  hospital  class  of  patients  and  the  better  classes. 
Working  women  must  get  up  earlier,  and  they  sometimes  suffer 
for  it.  He  approved  of  movements  being  carried  out  in  bed, 
with  the  patient  in  the  lying  posture,  and  he  practises  this, 
lie  was  inclined  to  encourage  patients  to  try  Liegeyymnastik. 
But  in  patients  of  the  better  classes  he  considered  tiiat  it  was 
better  not  to  let  them  get  up  till  the  twelfth  to  fourteenth 
day. 

Dr  Barbour  said  tliere  could  only  l)e  one  opinion  as  t<t  the 
importance  of  the  subject  and  the  way  in  which  it  had  been 
handled  by  Dr  Ballantyne.  They  could  not  discuss  it  properly 
then,  because  another  paper  was  to  follow,  which  could  not  be 
postponed.     He  merely  mentioned  that  in  the  preceding  quarter 
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at    the   Maternity  Hospital  he   had   steered   a  middle  course. 
About  the  fifth  day  was  when  the  patients  got  up. 

TJiC  President  suggested  that,  the  subject  being  such  an 
important  one,  the  Society  might  postpone  the  discussion  of 
Dr  Ballantyne's  paper,  and  take  it  as  the  first  business  of  the 
next  meetins;.     This  was  agreed  to. 


V.  THE  HISTOLOGICAL  CHANGES  ASSOCIATED  WITH 
AN  EARLY  ABORTION,  WITH  SPECIAL  REFERENCE 
TO  THE  VESSELS  OF  THE  DECIDUA. 

By  B.  P.  Watson,  M.D.,  F.R.C.S.E.,  Gynaecological  Tutor,  University 
of  Edinburgh ;  Gynaecologist  to  the  Cowgate  Dispensary ;  and 
Henry  Wade,  M.D.,  F.R.C.S.E.,  Assistant  Surgeon,  Royal 
Infirmary,  Edinburgh  ;  Lecturer  on  Surgery,  Surgeons'  Hall, 
Edinburgh. 

The  specimen  which  forms  the  subject  of  the  present  communi- 
cation was  obtained  from  a  patient  who  has  had  a  series  of 
abortions  following  rapidly  on  each  other.  We  were  fortunate 
in  obtaining  it  in  a  fairly  good  state  of  preservation,  and  as  the 
pregnancy  had  not  advanced  beyond  the  third  week,  as  judged 
by  the  condition  of  the  embryo,  it  has  the  anatomical  interest 
which  is  still  attached  to  any  human  ovum  of  that  early 
period,  in  addition  to  the  more  strictly  obstetrical  one,  in 
tracing,  if  possible,  the  cause  of  the  abortion  and  presumably 
of  those  which  preceded  and  followed  it. 

The  patient  is  a  woman  of  28  years  of  age,  who  has  been 
married  for  eight  years.  Her  obstetrical  history  is  as 
follows : — 

1st  Pregnancy. — Went  to  full  time,  and  a  healthy  boy  was 
born  in  September  1902,  and  is  still  alive. 

2iul  Pregnancy. — Also  went  to  full  time,  a  boy  being  born 
September  1904,  who  only  lived  for  nine  days.  Cause  of 
death  unknown. 
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'Snl  Pregnancy. — Abortion  at  4i  months — September  1905. 
She  bled  continuously  for  six  weeks  prior  to  the  abortion. 

^th  Preqnancy. — Abortion  at  2i  months — March  1906. 
Bled  for  three  weeks  before  the  ovum  was  expelled. 

bth  FrefpwMcy. — Abortion  probably  about  2i  months — 
September  1906.  Was  bleeding  the  whole  time  and  did  not 
know  she  was  pregnant. 

Qth  Pregnancy. — Abcjrtion  at  2i  months — April  1907. 
Also  preceded  by  haemorrhage. 

Ttli  Pregnancy. — In  December  1907,  the  patient  had  gone 
beyond  her  usual  menstrual  time  by  ten  days  and  then  began 
to  bleed  slightly.  On  the  supposition  that  she  was  pregnant, 
she  was  instructed  to  keep  carefully  anything  that  came  away, 
and  next  day  she  brought  to  us  a  piece  of  tissue — a  complete 
decidual  cast  of  the  uterus,  on  one  wall  of  which  was  visible, 
as  a  small  pea-like  elevation,  the  ovum.  That  ovum  is  the  one 
we  are  about  to  demonstrate. 

8//i  Pregnancy. — Abortion  at  4th  month — October  1908. 
Two  weeks'  haemorrhage  preceded  the  abortion. 

\ith  Pregnancy. — Six  weeks'  abortion,  April  1909,  preceded 
by  hsemorrhage. 

It  will  thus  be  seen  that  this  woman  has  had  two  full- 
time  children  followed  by  seven  abortions,  varying  in  time 
from  a  few  weeks  up  to  four  and  a  half  months.  In  the 
history  of  these  abortions  there  is  a  singular  uniformity  as 
regards  the  occurrence  of  haemorrhage,  which  preceded  them  all 
for  a  considerable  time ;  and  in  her  second  })regnancy,  which 
went  to  full  time,  there  is  an  unusual  history  of  continuous 
haemorrhage  and  occasional  floodings  from  the  third  month 
onwards,  but  none  at  the  time  of  labour.  Such  a  history  points 
to  some  abnormal  condition  of  the  decidua,  and,  when  taken  in 
conjunction  with  the  histological  findings  in  it  and  in  the 
resting  uterine  mucosa,  is  very  significant. 

The   patient  was  seen    by  us    for  the    first  time  after  the 
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second  abortion,  and  during  the  fifth  and  sixth  pregnancies 
she  was  treated  with  potassium  iodide,  10  grs.  thrice  daily. 
As  that  failed  to  prevent  the  abortions,  the  uterus  was  curetted 
in  May  1907.  In  the  seventh  pregnancy  she  had  taken 
potassium  iodide  for  two  days  before  the  passage  of  the  ovum. 
In  the  eighth  she  had  potassium  iodide  and  perchloride  of 
mercury  from  the  sixth  week  up  to  the  time  of  the  abortion  at 
fourth  month,  and  in  the  ninth  pregnancy  had  taken  the  same 
drugs  for  three  weeks  before  the  abortion  occurred.  The 
mercury  was  given  on  the  supposition  that  syphilis  might  be  the 
cause  of  the  abortions ;  for  although  there  is  no  direct  evidence 
of  syphilis,  it  cannot  absolutely  be  excluded,  and  the  vascular 
changes  about  to  be  described  might  be  regarded  as  of  syphilitic 
origin. 

Menstruation  for  the  past  three  years  has  been  excessive. 

Nahed-cyc  Apjjcarances  of  Sjjecimcn. — The  uterine  decidual 
cast  is  a  piece  of  membrane  triangular  in  shape,  measuring  3 "9 
cm.  along  the  base  and  4'5  cm.  along  each  wall.  Its  external 
surface  is  shaggy  in  appearance,  while  on  opening  the  sac  the 
internal  surface  presents  a  more  or  less  smooth  surface,  slightly 
pitted  and  thrown  into  smooth  elevations  (Figs.  1  and  2). 
Towards  the  apex  of  the  cast,  corresponding  to  the  position  of 
the  OS  internum,  is  a  small  pea-like  elevation,  smooth  on  the 
surface  and  surrounded  by  a  ridge  of  the  mucosa  rather  bigger 
than  the  other  ridges  present.  This  pea-like  body  represents 
the  ovum  covered  with  decidua,  and  measures  0"8  cm.  in 
diameter. 

MicroBco2nc  Examination. — The  specimen  was  hardened  in 
formalin  and  embedded  in  paraffin,  and  a  series  of  1800  serial 
sections  were  made  through  the  ovum  and  the  adjacent  parts  of 
the  decidua.  In  the  sectioning  we  were  fortunate  in  cutting 
the  embryo  almost  transversely  and  the  result  has  been  that 
the  sections  show  the  relations  of  the  different  parts  of  the 
embryo  and  its  membranes  with  almost  diagrammatic  clearness 
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(Fig.  3).  It  is  not  intended  in  the  present  communication  to 
enter  into  a  detailed  description  of  the  embryology,  which  must 
be  reserved  for  another  paper,  but  to  confine  ourselves  to  a 
consideration  of  the  appearances  met  with  in  the  decidua. 

In  Fig.  3  the  relation  of  the  different  parts  will  be  seen. 
The  chorionic  membrane  with  its  villi  is  everywhere  surrounded 
by  decidua,  the  capsularis  being  relatively  thin.  The  decidua 
basalis  and  vera  are  shaggy  on  their  under  aspect,  as  the  result 
of  separation  from  the  underlying  uterine  wall.  In  both  these 
areas  the  distinction  between  the  compact  and  spongy  layers 
is  evident,  and  separation  has  taken  place  through  the  latter. 
In  the  inmiediate  neighbourhood  of  the  ovum  the  decidual 
reaction  is  more  marked  than  in  the  more  remote  parts  of  the 
decidua  vera,  but  even  in  the  farmer  situation  the  decidual 
cells  fail  to  form  the  dense  cellular  layer  usually  met  with,  the 
cells  being  separated  from  each  other  by  intercellular  substance, 
granular  in  appearance,  and  by  smaller  round  cells.  In  the 
decidua  vera  and  in  the  deeper  spongy  layer  of  the  basalis  the 
cells  are  only  slightly  enlarged,  and  are  in  places  widely 
separated  from  each  other  (Fig.  5).  The  most  striking  changes, 
however,  are  in  the  vessels  of  the  decidua.  In  the  spongy 
layer  all  the  vessels  show  thickening  of  their  coats,  and  in 
some  this  has  proceeded  to  such  an  extent  as  to  cause  oblitera- 
tion of  the  lumen.  A  low-power  view  of  the  spongy  layer  of 
the  decidua  basalis  shows  the  change  in  these  vessels  very 
well  (Figs.  6  and  7).  It  will  there  be  seen  that  all  the  vessels 
have  markedly  thickened  walls,  and  on  examination  under  a 
high  power  (Fig.  8)  the  thickening  is  found  to  be  due  partly  to 
a  deposit  of  fibrous  tissue  round  the  lumen  and  partly  to  a 
proliferation  of  the  endothelial  coat.  In  Fig.  5  is  shown  a 
vessel  which  has  become  completely  thrombosed,  and  a  necrosis 
of  the  tissue  of  the  decidual  lobule  supplied  by  it  has  occurred. 

In  association  with  these  vascular  changes  in  the  decidua,  it 
is  interesting  to  consider  the  histology  of  the  mucosa  of  this 
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patient's  uterus,  remov^ed  by  the  curette  during  a  resting  period. 
This  curetting  was  performed  seven  months  prior  to  the 
expulsion  of  the  present  ovum.  The  specimen  shows  a  certain 
amount  of  glandular  proliferation  and  dilatation,  but  the 
striking  feature  of  the  sections  is  the  presence  of  a  great  deal 
of  blood  extravasation  in  the  stroma,  and  the  thickening  of  the 
vessels.  Figs.  9  and  10  show  the  low-  and  high-power  views 
respectively  of  some  of  these  vessels,  and  it  will  be  noted  that 
there  is,  compared  with  the  normal  vessels  of  the  endometrium, 
a  marked  degree  of  thickening  in  their  coats,  especially  in  the 
outer.  The  appearances  in  the  vessels  are,  in  fact,  the  same  in 
character,  although  not  so  marked  in  degree,  as  those  in  the 
deeper  layers  of  the  decidua. 

Relation  of  the  Vascular  Changes  to  the  Occurrence  of 
Abortion. — These  vessel  changes  are  undoubtedly  of  great 
pathological  importance,  and  are  in  themselves  sufficient  to 
account  for  the  repeated  abortions.  The  cause  of  the  thicken- 
ing it  is  not  possible  to  absolutely  determine,  but  the 
possibilities  may  be  hmited  to  two:  1st,  that  it  is  due  to 
syphilis ;  2nd,  that  it  is  a  sclerosis  similar  in  character  to  that 
occurring  later  in  life,  due  either  to  premature  senility  or  to 
some  local  toxic  absorption.  Of  these  two  the  first  seems  the 
more  likely  in  this  case,  but  nothing  more  definite  can  be  said. 

In  looking  for  a  cause  for  the  abortions,  we  have  these 
definite  facts  in  this  case  to  go  on,  viz. :  that  the  separation  has 
occurred  through  the  spongy  layer  of  the  decidua,  and  that  this 
line  of  cleavage  is  throughout  the  greater  part  clean  cut; 
that  at  certain  areas  the  tips  of  the  interglandular  bridges 
which  have  been  torn  through  consist  of  necrotic  tissue  (Fig.  5), 
and  further,  in  all  cases  it  can  be  observed  that  the  blood- 
vessels supplying  these  necrotic  bridges  show  a  marked 
pathological  change.  In  some,  actual  thrombosis  is  present,  in 
others  their  lumen  is  narrowed  by  an  active  proliferation  of  the 
endothelial  lining,  and  fibrous  tissue  cells  surround  the  walls. 


64  CHANGES   ASSOCIATED   WITH   AN    EARLY   ABORTION, 

Eound  these  vessels  and  in  the  areas  supphed  by  them  there  is 
an  excess  of  extra vasated  blood. 

These  appearances,  the  presence  of  which  cannot  be  gain- 
said, are  such  as  would  be  considered  the  manifestation  of  a 
physiological  process  if  observed  in  a  fuU-tiuie  placenta,  but 
present  at  this  early  stage  must  be  regarded  as  pathological. 

The  explanation  we  would  offer  as  accounting  for  the 
separation  in  this  case  is  that  it  has  resulted  mainly  from 
necrosis  of  certain  of  the  interglandular  bridges,  owing  to  the 
interference  with  the  blood-supply  to  them  caused  by  the 
vascular  changes,  with,  in  addition,  the  mechanical  effect  of  the 
extravasated  blood.  We  are  thus  led  to  the  conclusion  that  in 
this  particular  case  the  abortion  is  due  to  decidual  disease 
affecting  the  vessels,  and  is  not  to  be  accounted  for  by  the 
previous  death  of  the  ovum. 

The  pathological  importance  of  the  vessel  changes  met  with 
in  the  endometrium  has  of  late  years  been  recognised,  and  we 
would  submit  that,  as  in  this  case,  other  cases  of  repeated 
abortion  may  be  accounted  for  by  such  vascular  degeneration. 

Description  of  Figures. 

Fig.  1.  Outer  aspect  of  decidual  cast,  unopened,  as  expelled  from 
uterus.    (Natural  size.) 

Fig.  2.  Decidual  cast  laid  open,  showing  inner  surface  thrown  into 
folds  and  at  lower  pole  a  rounded  swelling,  the  ovum.  (Natural 
size.) 

Fig,  3.  Section  through  the  ovum  and  decidua.  The  chorionic  vesicle 
is  everywhere  surrounded  by  decidua.  Inside  it  the  embryo  is 
seen  cut  in  transverse  section,  with  the  amnion  covering  the 
dorsal  aspect  and  witli  the  yolk  sac  springing  from  its  ventral 
aspect.    (  X  7.) 

Fig.  4.  Higher  power  view  of  embryo,  amnion  and  yolk  as  sac,  seen  in 
Fig.  3.  In  the  embryo,  note  the  normal  canal,  muscle  plates, 
dorsal  aorta,  WolflBan  ducts,  neck  of  yolk  sac  with  gut  in 
transverse  section,  extreme  vascularity  of  yolk  sac,  and  the  great 
vascularity   of    tlie   incsoderni   connecting    the   embryo   to    the 
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mesoderm  of  tlie  chorionic  vessels — the  primitive  belly  stalk. 
( X  20.) 

Fig.  5.  Decidua  vera.  Note  the  division  into  compact  and  spongy- 
layers,  and  the  feeble  decidual  reaction.  In  the  spongy  layers  is 
a  necrosed  lobule  with  a  thrombosed  vessel  in  the  middle. 

Fig.  6.  Part  of  spongy  layer  of  decidua  showing  great  thickening  of 
the  vessels. 

Fig.  7.    Spongy  layer  of  decidua,  showing  thickened  vessels. 

Fig.  8.  High-power  view  of  vessels  seen  in  Fig.  7.  Note  that  the 
thickening  is  partly  due  to  the  presence  of  fibrous  tissue  round 
the  vessels,  and  partly  to  an  endothelial  proliferation. 

Fig.  9.  Mucosa  of  uterus,  removed  seven  months  prior  to  the  abortion, 
sliomng  blood  extravasation  in  stroma  and  thickened  vessels. 
The  glands  are  dilated. 

Tig.  10.  High-power  view  of  Fig.  9.  Note  the  blood  extravasation  and 
the  vessels  with  thickened  walls  due  to  fibrous  tissue  growth 
round  the  lumina. 


Dr  Barbour  welcomed  Mr  Wade  again  to  the  Obstetrical 
Society.  He  spoke  of  the  enormous  amount  of  work  which 
must  lie  behind  the  production  of  such  a  paper  as  this  one. 
There  were  countless  points  of  interest  in  the  paper  which 
could  not  be  reached  in  the  discussion.  He  described  the 
lantern  slides  as  almost  diagrammatic  in  their  clearness. 

31)'  Wade  said  that  the  case  had  a  pathological  interest, 
and  also  was  interesting  from  the  developmental  point  of  view. 
They  did  not  claim  to  have  shown  anything  new.  There  is  a 
good  deal  of  luck  connected  with  the  cutting  of  sections,  and 
they  had  been  singularly  fortunate  in  theirs. 

Dr  Ballantyne  expressed  himself  as  much  interested  in 
some  of  the  sections  as  showing  the  relationships  of  the 
different  parts  of  the  embryo.  He  asked  if  it  was  correct  to 
state  that  embryos  are  first  of  S  shape  and  later  take  a  C 
shape,  which  seems  to  have  been  the  shape  of  the  embryo  in 
this  case. 

He  congratulated  the  authors  on  having  produced  a  series 
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of  photographs,  in  our  own  midst,  such  as  we  see  sometimes  in 
American  publications,  but  which  almost  appear  to  be  beyond 
our  own  reach. 

Dr  James  Younj  criticised  some  points  in  the  paper. 
With  regard  to  the  condition  of  the  vessels,  he  said  that  he 
would  expect  to  find  thickening  of  the  vessels  of  the  decidua. 
This  is  nearly  always  found.  He  has  found  it  sometimes  very 
marked  in  cases  where  there  was  no  history  of  baemorrhage. 
Is  this  condition  necessarily  the  cause  of  hoemorrhage  ?  He 
was  doubtful  as  to  there  being  fibrous  tissue  in  the  walls  of 
the  vessels.  This  thickening  is  frequently  seen  in  the 
endometrium  in  the  resting  stage,  and  he  finds  that  the 
thickened  vessels  are  capable  of  opening  up  as  well  as  others, 
and  have  an  epithelium  which  appears  to  be  normal.  If 
fibrous  tissue  were  present,  it  would  certainly  constitute  a  very 
rare  condition.  He  asked  if  there  was  a  pronounced  decidual 
reaction  round  these  vessels.  Was  there  any  excessive 
haemorrhage  at  the  menstrual  periods  ? 

The  President  thanked  the  authors  for  a  lucid,  exhaustive, 
instructive,  and  able  paper.  He  was  sure  that  others  must  feel, 
as  he  did,  that  they  knew  much  more  about  embryology  since 
they  came  to  that  meeting. 

Dr  Watson,  in  reply,  said  that  he  had  no  doubt  that  in  the 
eases  where  there  was  a  marked  thickening  of  the  vessels,  it 
was  a  fibrous  thickening.  One  knows  that  in  the  decidua 
under  normal  conditions  there  is  thickening,  but  he  had  never 
seen  a  decidua  which  showed  so  much  thickening  as  this  one. 
Perhaps  Dr  Young's  cases  had  been  cases  of  abortion.  His 
patient  had  had  marked  menorrhagia  for  the  last  three  or  four 
years.     The  decidual  reaction,  all  over,  was  distinctly  feeble. 
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Meeting  III.— January  12,  1910. 
Dr  Haultain,  President,  in  the  Chair, 

I.  The  following  gentleman  was  elected  an  Ordinary  Fellow 
of  the  Society:— A.  Aitken  Eoss,  M.B.,  CM.,  8  Newington 
Eoad,  Edinburgh. 

II.  The  President  showed — («)  twisted  pedicle  subperi- 
toneal FIBROMYOMA  OF  UTERUS,  WITH  DOUBLE  FIBROMATA  OF 
OVARY.  A  woman,  set.  31,  who  had  had  no  trouble  from  her 
pelvic  organs  till  a  few  weeks  before  she  came  under  his  care, 
when  she  suffered  violent  pain.  There  was  a  multilobular 
condition  of  the  uterus,  with  a  twisted  pedicle  and  adhesions  to 
surrounding  organs.  The  uterus  was  removed  with  both 
ovaries,  because  of  a  peculiar  fibromatous  condition  affecting 
both  these  organs. 

(I)  Suppurating  dermoid  with  intrapelvic  uterine  fibro- 
MYOMA.  The  patient  was  about  40,  and  had  not  suffered  till 
a  few  weeks  before  she  was  seen.  When  seen  she  was  very 
ill,  with  a  sudden  severe  pain  in  the  abdomen,  a  temperature 
of  103"  F.,  and  a  very  high  pulse-rate.  On  opening  the 
abdomen  a  collection  of  tumours  was  found.  The  left  ovary 
was  in  the  right  iliac  fossa,  highly  inflamed,  full  of  pus — a 
suppurating  dermoid.  The  peritoneal  cavity  contained  a 
considerable  amount  of  purulent  material.  There  was  a 
tumour  (a  multinodular  fibroid,  subperitoneal)  growing  from 
the  supravaginal  portion  of  the  cervix,  and  filling  the  abdominal 
cavity.  The  other  ovary  was  cirrhotic.  So  both  were 
removed.  The  patient  was  doing  very  well.  This  case 
showed  how  it  was  possible  to  have  a  series  of  very  severe 
conditions  of  the  pelvic  organs  with  no  symptoms,  until 
something  occurs,  such  as  a  twisted  pedicle. 

(c)  Fcetus   from    a    case   of    hydr AMNIOS.     There    were 
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lateral  tumours  above  the  ears,  giving  the  head  the  appearance, 
as  someone  had  said,  of  an  ace  of  clubs. 

Dr  Ballantyne  observed  that  this  was  a  case  of  median 
encephalocele  with  two  lateral  encephaluceles.  It  was  a 
beautiful  specimen,  also,  of  achondroplasia. 

III.  Dr    Ballantyne    showed — {a)    small    utkrus    with 

FIBROIDS,    REMOVED   FOR   PRESSURE   SYMPTOMS.     The   patient  waS 

an  unmarried  woman  of  56,  whose  menopause  had  occurred  ten 
years  ago.  There  had  been  no  bleeding  since.  She  had 
had  much  suffering  during  the  menopause.  Lately  she  had 
developed  colitis  and  almost  complete  obstruction  of  the  bowel. 
The  uterus  was  sharply  retroflexed.  On  opening  the  abdomen 
the  uterus  was  found,  with  the  fibroids,  lying  under  the  sacrum 
and  almost  blocking  the  pelvis.  After  the  removal  of  this 
obstruction  there  had  been  a  free  evacuation  of  the  bowels. 

(&)  Ectopic  gestation  of  one  side  with  H/EMatosalpinx 
OF  THE  other.  A  young  married  lady,  with  two  children,  was 
pregnant  again  and  had  haemorrhages  with  colicky  pain,  and 
the  symptoms  of  ectopic  gestation.  At  the  operation  the  right 
tube  was  found  to  be  occupied  by  an  ectopic  gestation,  and 
the  left  tube  was  distended  with  blood-clot.  It  had  not  yet  been 
e.Kamined  to  determine  whether  Lhoe  was  a  pregnancy  there  or 
not. 

(c)  Copy  of  mercurio's  "  la  commare,"  alleged  to  be  the 
first  edition  of  1601.  A  copy  of  the  1642  edition,  from  the 
Library  of  the  College  of  Physicians,  was  also  shown,  for 
comparison. 

{(l)  A  copy  OF  the  2nd  edition  of  the  "  BYRTII  OF  MANKYNDE," 

1655. 

IV.  Adjourned  Discussion  of  Dr  Ballantyne's  paper  on 
"  The  Kational  Puerperium  "  (read  at  the  December  Meeting. 
See  page  33). 
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Dr  ZacJcie  thought  that  exercises  carried  out  in  bed 
would  put  the  patient  about  far  more  than  simply  allowing 
her  to  slip  on  to  a  couch.  He  spoke  of  the  risk  of  chills 
from  the  exposure  required  for  the  exercises,  and  said  that 
exercises  were  necessarily  so  limited  in  extent  and  duration 
that  they  could  not  do  much  good.  He  was  inclined  to 
favour  massage  ^josif  ^^ew^^ww?,  which  is  much  practised  in 
London.  In  normal  cases  he  did  not  see  any  good  reason 
for  administering  the  "  puerperal  pill."  His  experience,  both 
in  hospital  and  private  practice,  led  him  to  approve  of  the 
early-rising  plan  adopted  and  recommended  by  Dr  Haultain. 
He  did  not  think  there  was  any  reason  to  suppose  that 
embolism  and  such  troubles  were  more  likely  to  occur  after 
early  rising  than  after  long  rest  in  bed ;  and  in  his  own  cases 
he  had  never  found  displacements  occurring  after  early  rising. 

Br  Fred.  Porter-  criticised  some  of  Dr  Ballantyne's  state- 
ments and  held  that  much  more  must  be  known  before  any 
certain  conclusions  can  be  drawn.  In  particular  he  asked  for 
further  proof  regarding  the  occurrence  of  prolapse  amongst 
Javanese  women  and  its  frequency  as  compared  with  women  in 
this  country ;  and  for  further  information  regarding  the  habits  of 
Javanese  women.  He  thought  charts  of  blood-pressure  and 
pulse-rate  should  have  been  shown,  along  with  those  exhibited,  of 
women  who  are  kept  longer  in  bed  during  the  puerperium,  for 
comparison.  Dr  Ballantyne  had  spoken  of  phlebitis  occurring 
in  a  patient  who  had  got  up  early;  but  numerous  cases  of 
phlebitis  occurred  in  women  who  were  treated  in  the  recumbent 
posture.  Deaths  from  cerebral  embolism  sometimes  occurred 
in  patients  who  had  never  been  out  of  bed.  He  cited  two ;  and 
he  mentioned  two  cases  of  uterine  prolapse,  one  in  a  primipara, 
five  weeks  after  the  birth  of  her  child,  and  another  four  months 
after,  in  both  of  which  cases  the  mother  had  been  kept  in  the 
recumbent  posture  for  fourteen  days  after  her  confinement. 
Dr  Armour  said  the  principle  of  not  interfering  with  normal 
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processes  observed  in  our  conduct  of  labour  might,  with 
advantage,  be  extended  into  the  puerperium.  He  thought  it 
would  be  interesting  if  we  could  find  out  from  historical  records 
what  the  habit  of  the  race  was  before  medical  opinion  became 
so  much  a  guiding  principle  as  it  now  is  in  determining  such 
matters  as  the  management  of  the  puerperium.  Probably  the 
usual  habit  of  the  majority  of  women,  left  to  themselves,  could 
be  taken  as  the  normal  standard.  In  that  case  it  was  likely 
that  Dr  Haultain's  three  days  was  nearer  the  mark  than  Dr 
Ballantyne's  eight. 

Dr  Olijjhant  Nicholson  considered  that  a  very  good  clue 
could  be  got  as  to  what  was  the  natural  puerperium  by  observ- 
ing dispensary  patients.  They  get  up  when  it  suits  them  best. 
Amongst  such  people  admirable  results  are  got,  better  than 
either  in  maternity  hospitals  or  private  practice.  The 
important  thing  in  the  i^uerperium  was  to  get  satisfactory 
drainage  from  the  uterus.  With  dispensary  patients,  where  no 
douching  was  done — and  it  has  probably  been  abandoned  now 
at  all  dispensaries — patients  sit  up  very  soon  after  labour  and 
get  up  on  the  second  or  third  day.  In  the  New  Town 
Dispensary  he  had  had  1000  cases  in  five  years,  with  no  death. 
There  had  been  no  serious  sepsis.  When  he  abandoned  douch- 
ing he  paid  attention  to  enabling  the  uterus  to  expel  clot,  etc., 
before  such  contents  have  a  chance  of  hecominc)  septic.  For  this 
reason  he  had  put  the  majority  of  these  thousand  women  on 
this  "puerperal  pill,"  because  it  is  a  physiological  fact  that  nun- 
striped  muscle  can  be  made  to  contract,  so  that  the  uterus  can 
be  made  to  expel  its  contents  by  drugs.  His  experience  in 
private  practice  had  been  that  patients  were  unwilling  to  get 
up  early. 

Dr  Kcppie  Patcrson  said  that,  in  his  opinion,  there  was 
rarely  anything  left  in  the  uterus  if  proper  care  were  taken  in 
manauani;  the  third  statie  of  labour.  His  own  practice  was 
always  to  douche,  in  every  case  in  which  a  vaginal  examination 
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had  been  made.  He  had  in  twenty-five  years'  practice  formed 
-a  routine  method  of  managing  the  puerperium.  On  the  day  of 
the  labour  he  allows  the  woman  to  turn  on  to  her  hands  and 
knees.  After  that  she  is  allowed  to  turn  freely  in  bed.  On 
the  fifth  day  she  is  allowed  to  sit  up,  and  often  to  have  her  bed 
made.  As  a  rule,  she  is  allowed  to  assume  the  erect  posture  on 
the  ninth  day. 

Dr  Haig  Ferguson  said  that  what  he  had  to  say  upon  this 
subject  he  had  said  already  when  they  were  discussing  Dr 
Haultain's  paper :  but  he  thought  these  papers  had  done  good  in 
making  them  revise  their  ideas  about  the  subject.  He  himself 
is  satisfied  with  the  arrangements  at  present  in  vogue  for  the 
puerperium,  and  thinks  a  departure  from  them  would  be  a 
mistake.  As  to  the  immediate  results,  he  thinks  there  is  no 
important  difference  between  the  old  and  the  new  method ; 
but  as  to  remote  results  he  believes  there  is  a  great  difierence. 
On  comparing  hospital  and  dispensary  patients,  who  cannot 
take  proper  care  of  themselves,  with  private  patients,  who  can, 
there  is  a  great  difference  to  be  found.  Amongst  private 
patients  we  never  see  the  large  proportion  of  severe  prolapses 
and  cystoceles  that  we  see  amongst  hospital  patients.  These 
remote  results  are  serious,  and  they  arise,  he  thinks,  from 
neglect,  and  from  the  patient's  getting  up  too  early.  He 
believes  that  the  patient  should  not  stagnate,  and  he  approves 
of  exercises  being  carried  out;  but  he  does  not  hold  that 
the  patient's  wishes  should  be  the  doctor's  guide  in  such 
matters.  The  doctor  knows  more  about  it  than  the  patient 
can.  In  cases  in  which  the  patient  does  not  nurse  the  baby 
herself,  he  believes  in  the  administration  of  some  such  uterine 
stimulant  as  the  "  puerperal  pill,"  to  supply  that  stimulus  to 
uterine  contraction  which  the  suckling  gives.  In  short,  he 
believes  that  the  present  system  is  satisfactory,  provided  that 
no  stagnation  is  allowed,  and  uterine  drainage  is  provided  for. 

The  President  {Dr  Haultain)  was  gratified,  he  said,  to  feel 
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that   his   paper   had   evoked    interest   and   eUciled    so    much 
support,  and  so  much  opposition.     Tlie  crux  of  the  situation  is 
the  attitude  in  which  we  view  the  condition  of  labour  and  the 
puerperium.     Is  it  a  normal  process  ?     Is  it  pathological  ?     He 
was  surprised  to  hear  Dr  Kitchie  say  that  he  regarded  it  as 
pathological.     Are  we  results  of  disease?    "VVe  hear,  too,  that 
there   is   at  this  period   a  fine  balance  existing  between  the 
physiological  and  the  pathological,  and  that  it  is  easy  to  pass 
from  one  to  the  other.     This,  however,  is  true  of  all  states  of 
nature.     How  easily  is  indigestion  produced !  And  yet  we  do 
not  go  to  bed  after  a  hearty  meal,  any  more  than  we  lie  up  after 
a  motion  of   the  bowels.     He   objects  to  regarding  the  puer- 
perium as  a  pathological  entity.     Taking  the  view  that  it  is 
physiological,  why  should  women  be  subjected  to  a  fortnight's 
rest  in  bed  ?     Normal  women,  in  his  experience,  are  only  too 
keen    to  get  up  on   the  third  day.     He  agrees  with  Dr  Haig 
Ferguson  that  the  patients  are  not  to  decide  for  themselves; 
but  he  generally  puts  the  matter  to  the  patient,  if  he  considers 
the   case  suitable,  and   gives  her  the  option.     In  some  cases, 
he  has  insisted,  against  the  patient's  wishes,  on  her  getting  up. 
Since  his  paper  was  published  he  has  no  large  number  of  cases 
to  cite.     He   has  attended  25  cases.     Of  these,  20  got  up  on 
the  third  day.     They  wanted  to,  and  were  allowed.     All  were 
perfectly  well.     Those  of  them  who  have  had  children  before, 
are  sorry  they  did  not  get  up  earlier  in  their  previous  confine- 
ments.    Of  the  remaining  5  cases,  two  would  not  get  up  early, 
and  were   allowed  to  do  their  own  way.     They  were,  both  of 
them,   near   relations  of   medical   men.     Another  had  a  very 
heavy  foetus,  12  lbs.  in  weight.     He  reflected  that  her  pelvic  floor 
would   probably  be  weak,  and  thought  it  would  be  better  to 
keep  her  in  bed.     She  lay  in  bed  for  three  weeks.     She  had  a 
prolapse  afterwards.     The   remaining   two  were  cases,  one  of 
heart  disease  and  the  other  of  placenta  prrevia.     He  thinks  that 
the  occurrence  of  prolapse  is  not  favoured  by  early  rising.     He 
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does  not  agree  with  Dr  Haig  Ferguson  in  this.  And  as  to  its 
relative  occurrence  amongst  hospital  and  private  patients,  it  is 
to  be  borne  in  mind  that  we  see  far  more  hospital  patients  than 
private  patients,  perhaps  10  to  1,  and  so  come  across  far  more 
cases  of  these  conditions  there.  But  in  better-class  patients 
these  things  are  very  common,  and  he  is  not  convinced  at  all 
that  they  are  commoner  amongst  the  lower  classes  than  the 
upper.  With  regard  to  phlebitis  and  thrombosis:  pulmonary 
thrombosis  is  fortunately  a  rare  condition ;  but  phlebitis  is 
common.  It  may  be  a  coincidence,  but  in  125  cases  treated 
according  to  the  new  way  there  had  been  no  cases  of  either  of 
these  diseases.  Speaking  of  Dr  Ballantyne's  alternative  to 
early  rising,  he  said  that  undoubtedly  exercises  must  do  women 
good  at  that  time.  They  would  increase  the  intra-abdominal 
pressure,  help  the  muscles  to  contract,  improve  the  figure, 
etc.  But  he  does  not  believe  that  exercises  would  do  so  much 
good  as  early  rising,  because  he  thinks  a  woman  lying  on  her 
back  and  undergoing  muscular  strain,  tends  to  drive  the  uterus 
backwards,  its  only  support  being  the  round  ligaments.  It 
would  be  better  for  the  woman  to  do  the  exercises  after  she 
was  up  out  of  bed.  The  subject  is  one  of  the  greatest 
importance,  and  it  will  be  found  to  have  a  strong  influence  upon 
the  future  condition  and  health  of  the  race. 
Dr  Pallantyne  replied. 


V.  OVARIAN  EPILEPSY  AND  ITS  TREATMENT  BY 
OPERATION. 

By  Hugh  S.   Davidson,   M.B.,    F.E.C.S.E.,  Assistant  Gynsecologist, 
Deaconess  Hospital. 

In  considering  this  condition,  which  brings  within  its  bound- 
aries the  subjects  of  nervous  disease  and  pelvic  surgery,  one  is 
confronted  with  the  difficulty  of  accurately  estimating  how  far 
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it  lies  in  one  or  other  domain.  But  the  same  difficulty  is 
present  in  all  cases  of  what  might  be  termed  "reflex  epilepsy," 
by  which  I  moan  epilepsy  apparently  dependent  on,  or  increased 
by,  some  exciting  cause  originating  in  an  organ  outside  the 
central  nervous  system.  It  is  this  very  difficulty,  however, 
intensified  by  originating  in  such  an  organ  as  the  ovary,  which 
has  suuh  close  relations  by  its  secretion  with  the  nervous 
system,  and  its  iutermittency  of  function,  that  confronts  the 
gynaecologist,  and  makes  him  hesitate  before  advising  operative 
interference. 

That  the  generative  organs  of  a  woman  may  give  rise  to 
reflex  nervous  symptoms  is  granted  by  everyone,  but  it  is  not 
generally  accepted  that  the  removal  of  these  organs  causes  the 
disappearance  of  the  nerve  trouble,  and  especially  in  the  case 
of  the  ovaries,  many  would  hold  that  the  painful  symptoms  of 
the  premature  menopause  are  almost  worse  than  the  original 
disease.  Before  considering  the  matter  at  length,  I  will  relate 
two  cases  which  I  am  enabled  to  publish  through  the  kindness 
of  Dr  Haultain,  who  operated  on  both. 

The  history  of  the  cases  is  as  follows:  — 

Case  I. — A.  B.,  single.  Complains  of  fits,  which  come  on  a 
few  hours  before  the  menstrual  period.     Duration  5  years. 

Menstrual  History. — Periods  started  between  13  and  14 ; 
last  5  to  6  days ;  28-day  type.  There  is  great  pain  for  a  few 
hours  before  the  period  and  during  the  first  day,  never 
amenorrhoea  nor  menorrhagia. 

Nervous  History. — Fits  first  came  on  about  six  months  after 
the  periods  set  in.  They  occurred  regularly  a  few  hours  before 
bleeding  was  apparent,  and  did  not  occur  during  the  inter- 
menstrual period.  With  the  onset  of  the  fits,  patient  became 
unconscious,  fell  down,  and  frequently  injured  herself.  She 
]iever  bit  her  tongue.  Only  once,  in  a  very  severe  fit,  did  she 
l)ass  water.  The  duration  of  a  fit  was  from  h  to  2  hours,  when 
she  again  became  conscious,  and  complained  of  a  very  severe 
headache,  wliicli   lasted   several  hours.     She   was  drowsy  and 
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wished  to  sleep.  If  30  grs.  of  potassium  bromide  were  taken 
the  night  before  a  convulsion  was  due,  it  usually  prevented  the 
fits,  or  if  taken  regularly  in  10-gr.  doses,  thrice  daily,  it 
prevented  their  appearance.  Latterly,  bromides  failed  in  their 
effect,  and  tits  were  occurring  in  spite  of  increased  doses. 

Vaginal  Examination. — The  uterus  was  found  to  be  normal 
in  size  and  position,  but  the  left  ovary  was  enlarged,  and  tender. 
Pressure  on  it  did  not  produce  a  convulsion. 

Diagnosis  of  ovarian  epilepsy  was  made,  and  an  abdominal 
section  was  performed.  The  left  ovary  was  removed  in  the 
usual  manner.  It  was  noticed  that  when  the  ovary  was  pulled 
up  into  the  abdominal  wound  the  patient  stopped  breathing, 
became  cyanosed,  and  remained  so  until  the  ovary  was  removed, 
when  she  resumed  breathing,  and  gave  no  further  trouble, 
though  the  other  ovary  was  freely  handled.  It  appeared  to  be 
normal,  and  was  not  removed.  Patient  was  discharged  at  the 
end  of  a  month  after  an  uninterrupted  convalescence. 

After-History. — Three  months  later  she  had  a  fit  at  the 
time  of  a  period,  when  she  had  been  having  a  good  deal  of  hard 
work,  and  was  feeling  run  down.  Since  then — oue  year — there 
have  been  no  fits,  and  her  general  health  is  very  much  improved. 

On  section  the  ovary  showed  follicular  ovaritis,  and  was 
increased  in  size. 

Case  II. — C.  D.,  single.  Complains  of  fits  at  the  time  of 
the  menstrual  period. 

Menstrual  History. — Periods  started  at  the  age  of  12 ;  last 
5  days ;  28-day  type.  Pain  the  day  before  and  first  day  of 
the  period.     No  amenorrhcea  nor  menorrhagia. 

Nervous  History. — Pits  came  on  at  the  same  age  as  the 
period  first  appeared,  and  were  confined  to  the  day  before  and 
the  first  day  of  the  period.  They  did  not  occur  every  month, 
and  not  at  all  between  the  periods.  Bromides  stopped  them, 
but  as  soon  as  the  medicine  was  discontinued  the  fits  recurred. 

Dilatation  and  curettage  were  performed,  and  there  was  a 
great  improvement  for  2  years,  after  which  the  fits  returned. 
Bromides  again  controlled  them  for  a  time,  but  later  failed 
altogether.     Then  the  fits  began  to  appear  between  the  periods. 


7G      OVAKIAX    EPILEPSY   AND    ITS    TREATMENT   BY   OPERATION, 

In  a  fit,  patient  became  unconscious,  fell  down,  and  bit  her 
tongue. 

Vaginal  ExaminatAon. — Uterus  is  normal  in  size  and 
position,  nothing  abnormal  palpable  in  the  ovaries. 

A  diagnosis  of  ovarian  epilepsy  was  made,  and  abdominal 
section  was  performed.  Tho  ovaries  seemed  normal,  but  both 
were  removed.  Convalescence  was  uninterrupted,  and  since 
then — three  years  ago — patient  has  not  had  a  fit,  and  her  general 
health  has  improved  very  greatly. 

Nothing  abnormal  was  discovered  in  the  ovaries. 


Though  generally  termed  menstrual  epilepsy  from  the  coinci- 
dence of  the  fits  with  the  menstrual  period,  it  is  apparent, 
from  the  cases  just  detailed  and  all  other  similar  cases  recorded 
in  literature,  that  it  is  not  due  in  any  way  to  menstruation,  but 
that  it  is  an  ovarian  condition.  The  first  point  of  importance 
is  the  fact  that  all  are  not  cases  of  true  epilepsy,  but  that 
many  are  cases  of  hystero-epilepsy,  as  evidenced  by  the  pro- 
longed nature  of  the  fits,  the  absence  of  any  injui'y  to  the 
patient  in  the  fits,  of  biting  of  the  tongue,  and  of  unconscious- 
ness, or  involuntary  micturition.  When  tho  varied  character 
of  hysteria  and  the  great  difficulty  experienced  in  curing  it  is 
considered,  this  would  seem  to  be  rather  a  contra -indication  to 
such  a  drastic  measure  as  abdominal  operation,  but  most  of 
the  German  authors  seem  to  be  of  the  opinion  that  the 
prognosis  is  more  favourable  in  hystero-epilepsy  than  in  true 
epilepsy,  on  the  ground  that  it  is  a  much  less  intractable 
condition.  Perhaps  the  juoral  effect  of  such  a  serious  step 
may  have  a  good  mental  effect  on  the  patient,  and  thus  act  in 
brinuinfj  about  the  desired  cure. 

Etiology. — The  etiology  of  this  condition  seems  to  follow  the 
etiology  of  epilepsy  in  general,  inasmuch  as  the  parents  are 
frequently  of  the  degenerate  type,  suffering  from  insanity, 
chronic  alcoholism,  etc.,  or,  if  not,  in  many  cases  some  nerve 
stigma  can  l)e  found  in  a  near  relation. 
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Morbid  Anatomy. — It  may  be  said  that  in  the  majority  of 
cases  there  are  organic  changes  discoverable  by  the  naked  eye 
in  the  ovaries,  but  if  not,  they  are  usually  found,  on  microscopic 
examination,  to  be  diseased.  Even  when  they  are  apparently 
normal,  it  is  possible  they  may  to  some  extent  be  diseased,  as 
the  constantly  recurring  changes  of  a  normal  ovary  makes  its 
pathology  a  matter  of  immense  difficulty.  Out  of  the  33  cases 
I  have  been  able  to  discover,  including  the  2  I  have  just 
related,  the  ovaries  appeared  normal  on  five  occasions;  in  15 
cases  they  were  cystically  degenerated ;  in  4  they  are  described 
as  merely  hypertrophied ;  in  4  cirrhotic ;  in  2  as  adherent, 
without  mention  of  any  change  in  them ;  in  1  as  degenerated ; 
in  1  there  was  a  blood  cyst;  and  in  one  no  mention  is  made  of 
them,  but  the  uterus  is  described  as  impervious.  In  addition 
to  ovarian  changes,  the  other  morbid  conditions  of  the  genitalia 
were — the  case  mentioned  above,  in  which  the  uterus  was  im- 
pervious ;  2  cases  in  which  there  was  a  hydrosalpinx,  in 
addition  to  cystic  ovaries ;  in  2  tubal  inflammation ;  in  1  an 
infantile  uterus ;  and  in  1  a  broad  ligament  cyst. 

It  would  seem,  from  a  consideration  of  these  figures,  that 
follicular  ovaritis  is  the  commonest  pathological  condition  of 
the  ovary  associated  with  or  exciting  the  epileptic  condition, 
but  no  stress  need  be  laid  on  this  point. 

Symptoyns. — The  symptomatology  of  the  condition  is  roughly 
that  of  epilepsy  and  hystero-epilepsy  in  general,  with  special 
reference  to  certain  points,  e.g.,  the  age  of  onset,  the  period  of 
occurrence,  the  effects  of  bromides  in  controlling  the  fits,  and 
the  accompanying  gynaecological  symptoms.  It  is  a  point  of 
the  first  importance  that  the  epileptic  attacks  should  have 
coincided  in  their  first  appearance  with  the  onset  of  menstruation 
in  the  patient,  or  at  least  their  first  appearance  should  be  at  a 
menstrual  period  though  some  years  after  puberty.  Otherwise 
it  is  impossible  definitely  to  class  the  case  as  one  of  ovarian 
epilepsy  and   not  as  an  ordinary  epilepsy,   with    the   attacks 
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intensified  by  a  menstrual  period,  which  is  commonly  found  to 
be  the  case.  The  importance  of  this  cannot  be  overestimated, 
for,  as  a  rule,  epilepsy  tends  to  advance  into  a  more  pronounced 
mental  degeneration  at  the  menopause,  and  one  then  would  be 
intensifying  the  disease  instead  of  curing  it  by  removal  of  the 
ovaries.  Amongst  the  cases  I  have  collected,  the  average  age 
of  onset  was  18,  the  oldest  being  35  and  the  youngest  8.  In 
cases  of  true  ovarian  epilepsy  the  fits  are  confined  for  some 
time  to  the  days  coinciding  with  menstruation,  and  during  the 
inter-menstrual  period  the  patient  is  free  from  any  attack. 
It  is  only  to  be  expected  that  if  the  condition  is  allowed  to 
go  on  imchecked,  it  will  in  time  affect  the  patient  between  the 
periods,  but  the  fits  will  always  be  much  worse  just  before  or 
during  the  period.  In  14  of  the  cases  I  have  collected,  the  fits 
were  confined  to  the  days  of  the  menstrual  period ;  in  10  they 
were  also  present  during  the  inter-menstrual  period,  but  were 
greatly  intensified  during  the  period ;  and  in  9  there  is  no 
report  as  to  whether  the  fits  were  entirely  menstrual  or 
not. 

It  is  obvious  that  the  effect  of  treatment  by  bromides  must 
be  a  strong  factor  in  this  condition,  as  those  cases  which  are 
susceptible  to  the  drug  will  not  come  into  the  hands  of  the 
gynaecologist ;  but  if  they  do,  and  the  diagnosis  is  clear,  there 
is  no  reason  why  operation  should  not  be  resorted  to.  In  16 
cases  bromides  are  stated  to  have  had  absolutely  no  effect  on 
the  fits,  in  1  they  are  said  to  have  ameliorated  the  condition, 
and  in  the  others  no  mention  is  made  of  treatment  by 
sedatives. 

Of  the  cases  collected,  23  were  described  as  true  epilepsy,  9 
as  hystero-epilepsy,  and  1  as  a  combination  of  the  two. 

In  only  10  is  there  any  mention  made  of  symptoms  peculiar 
to  the  generative  organs.  In  6  there  was  dysmenorrhoea, 
associated  in  two  instances  with  menorrhagia ;  in  4  cases  there 
was  amenorrhoea,  in  one  of  which  the  uterus  was  found  after 
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removal  to  be  impervious.     In  the  2  cases  also  which  I  have 
just  related  there  was  dysmenorrhoea. 

Prognosis. — The  prognosis  of  operation  is  in  the  main 
distinctly  favourable,  22  having  been  completely  cured  of  their 
epilepsy,  though  in  2  there  were  a  few  fits  in  the  first  six 
months  after  operation.  (Spratling  records  only  one  cure  in  his 
series  of  nine.)  Five  showed  improvement  more  or  less  marked, 
and  in  6  there  was  no  change — of  these,  5  were  cases  of 
Spratling's.  Though  in  4  of  them  there  was  an  improvement 
in  the  general  condition  and  disposition,  there  was  no  change 
in  the  epileptic  state.  The  other  case  in  which  there  was  no 
change  was  a  case  of  Leppman's,  in  which  some  septic  infection 
had  occurred,  and  an  inflammatory  mass  formed  on  the  left 
side  in  the  region  which  the  ovary  had  occuj^ied.  It  may  be 
inferred  that  this  acted  as  an  excitant  to  the  unbalanced 
nervous  system,  just  as  the  ovary  had  previously  done,  and 
accounts  for  the  failure.  Thus  there  is  a  percentage  of  66-5 
complete  cures,  15  per  cent,  improved,  and  18-5  per  cent, 
failures.  This  underestimates  the  number  of  cures  in  reality, 
as  it  was  found  in  several  instances  that  cases  improved  by 
operation  have  then  become  amenable  to  treatment  by  bromides, 
even  in  small  doses,  where  formerly  colossal  doses  had  had  no 
effect. 

Treatment. — The  treatment  of  ovarian  epilepsy  is  debatable 
ground  between  the  physician  and  the  surgeon,  to  an  extent 
which  is  surprising  in  these  daj-s  of  surgical  skill.  The  reason 
of  this  is  probably  the  well-known  fact  that  epileptic  seizures 
are  always  more  severe  and  numerous  before  or  after  the 
menstrual  periods,  and  this  no  doubt  led  to  operation  being 
performed  in  cases  where  the  exciting  cause  was  not  due  to 
the  ovaries,  but  was  intensified  by  the  unstable  condition  of 
the  nervous  system  that  the  menstrual  period  so  often  produces 
even  in  healthy  women.  Aldren  Turner,  in  his  book  on 
Ujnlejjsy,     writes : — "  Dysmenorrhoeic     conditions     in    women 
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require  the  necessary  attention.  The  fact  that  epileptic 
seizures  frequently  recur  just  before  or  after  the  menstrual 
period  is  no  argument  in  favour  of  any  exciting  local  cause 
being  found  in  the  pelvic  organs.  The  old  procedure  of 
removal  of  ovaries,  or  other  portions  of  the  female  organs,  was 
based  on  an  entirely  mistaken  view  of  the  nature  and  cause  of 
the  epilepsy."  But  in  a  preceding  paragraph  he  writes : — "  In 
cases  of  epilepsy  arising  from  traumatic  lesions  of  the  peri- 
pheral nerves,  the  source  of  irritation  should  be  excised."  I 
should  say  that  epilepsy  with  ovarian  aurae,  such  as  were 
present  in  the  cases  I  have  related,  whether  the  ovaries  on 
examination  were  felt  to  be  enlarged,  cirrhotic,  or  even  normal, 
are  examples  of  "  lesions  of  the  peripheral  nerves,"  though  not 
perhaps  traumatic.  If  one  is  justified  in  removing  any  source 
of  peripheral  irritation  at  all,  which  seems  to  be  the  starting- 
point  of  epilepsy,  one  is  entitled  to  consider  carefully  the 
cases  in  which  the  ovaries  appear  to  be  the  determining  factor 
of  the  disease,  with  a  view  to  their  operative  removal.  Of 
course  the  effects  of  bromide  must  be  tried  first,  as  it  is  so 
successful  a  drug  in  the  treatment  of  epilepsy,  but  should  it 
fail  in  its  effect,  there  can  be  no  hesitation  in  resorting  to 
abdominal  operation,  as,  even  though  the  operation  do  not  cure 
the  patient  entirely,  it  may  make  her  epileptic  condition 
amenable  to  treatment  by  bromides. 

In  connection  with  the  medical  treatment,  I  wuuld  like  to 
say  a  word  briefly  about  the  gynaecological  treatment  short  of 
operation.  1  know  of  two  cases,  but  have  not  obtained  suf- 
ficiently full  notes  to  give  them  in  detail.  In  one,  a  woman 
of  34  took  what  seemed  to  have  been  epileptic  seizures, 
invariably  in  her  sleep,  with  an  aural  sickness.  If  she  vomited, 
the  fit  was  aborted.  These  fits  were  almost  but  not  quite 
limited  to  the  menstrual  periods,  and  careful  dieting  and 
stomach  drugs  did  not  afTect  the  convulsions.  She  had 
dysmenorrhcca  and  menorrhagia,  and  on  examination  enlarged 
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ovaries  were  found  on  both  sides,  as  well  as  an  enlarged  uterus. 
Curettage,  vaginal  douching,  and  plugging  with  10  per  cent, 
ichthyol  and  glycerine  were  employed.  As  a  result,  she  had  no 
more  tits,  but  as  she  went  to  South  Africa  three  months 
later,  I  cannot  tell  if  the  cure  was  permanent. 

As  she  had  no  fits  while  under  observation,  I  cannot  say 
whether  it  was  a  true  epilepsy  or  not. 

The  other  was  a  case  of  a  girl  of  21,  who  suffered  from 
what  she  called  fainting  attacks  at  the  time  of  her  periods,  but 
they  seemed,  from  her  description,  to  be  attacks  of  petit  mal. 
She  had  never  fallen  down,  but  just  lost  consciousness  for  a 
few  seconds  and  turned  very  pale.  She  also  suffered  from 
menorrhagia  and  dysmenorrhoea.  She  was  treated  in  the  same 
way  as  the  previous  case,  and  has  had  no  attacks  since;  that  is 
nearly  a  year  ago. 

Though  one  hesitates  to  advise  abdominal  operation  in  cases 
of  hystero-epilepsy,  it  may  be  noted  that  Leppman  considers 
such  cases  much  the  most  favourable  for  operation,  and  it  is 
from  success  in  them  that  he  considers  it  warranted  to 
operate  in  true  epilepsy.  Of  the  33  cases,  24  were  cases  of 
true  epilepsy,  of  which  16  were  completely  cured,  3  improved, 
and  in  5  there  was  no  change,  which  gives  a  percentage  of 
complete  cures  of  66-5.  There  were  9  cases  of  hystero- 
epilepsy,  of  which  6  were  completely  cured,  2  improved,  and 
1  failure,  which  again  gives  a  percentage  of  66-5  cures. 

The  circumstances  of  the  patient's  social  status  must  also 
be  considered.  Should  she  require  to  earn  her  living  and  the 
seizures  affect  her  doing  so,  it  is  more  imperative  to  give  her 
the  chance  of  cure  by  operation  than  in  a  patient  who  has  no 
call  to  live  by  her  own  exertions. 

Probably  a  number  of  failures  have  been  recorded  through 
operation  being  postponed  too  long.  The  number  of  years 
wasted  in  vain  attempts  to  cure  the  condition  by  means  of 
drugs  may  allow  such  a  state  of  nerve  instability  to  be  estab- 
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lished  that  no  nperatinn  for  removal  of  a  peripheral  source  of 
irritation  can  possibly  be  of  any  use. 

The  I'ue  point  which  is  essential  is  to  be  sure  that  the  epilepsy 
is  ovarian  in  origin,  and  that  can  only  be  satisfactorily  settled 
by  carefully  considering;  the  history  of  the  onset  of  the  disease. 
The  question  as  to  whether  or  not  the  ovaries  are  felt  to  be 
enlarged  on  vaginal  palpation  is,  to  my  mind,  a  matter  of 
comparative  indifference.  If  they  are  felt  to  be  diseased,  it  is 
an  additional  indication  for  operation;  but  should  they  feel 
normal,  it  is  no  contra-indication ;  and  even  if  at  the  time  of  the 
operation  they  appear  normal  to  the  naked  eye,  they  should  be 
removed,  as  the  microscopic  pathology  of  the  ovary  is  such 
as  to  be  impossible  of  recognition  in  quite  a  number  of  cases. 
Also,  the  fact  that  even  on  microscopic  sectiim  the  ovaries  have 
been  found  normal  in  cases  of  ovarian  epilepsy,  cured  by  their 
removal,  as  noticed  in  the  cases  of  Schroeder,  Schramm  and 
Pinkerton,  shows  tliat  they  should  be  taken  away,  whether 
they  look  healthy  or  not  to  the  naked  eye. 

As  regards  the  actual  operation,  it  is  usually  the  simple  one 
of  oophorectomy,  and  there  is  no  difficulty  in  its  performance ; 
but  should  there  be  discovered  at  the  time  of  operation  any 
pathological  condition  of  the  other  genital  organs,  such  as 
salpingitis,  or,  as  was  seen  in  Pinkerton's  case,  a  uterine  fibroid, 
supravaginal  hysterectomy  should  be  performed  at  the  same  time. 

As  the  uterus  is  oi  no  use  without  the  ovaries,  and  as  its 
removal  does  not  add  greatly  to  the  length  or  risk  of  the  opera- 
tion, it  might  be  safer  to  perform  hysterectomy  on  every 
occasion;  for  the  failure  of  asepsis,  in  the  slightest  degree,  is 
dangerous,  as  any  adhesions  to  the  stump  of  the  pedicle  or 
cellulitis  in  the  ovarian  region  are  against  a  cure  being  estab- 
lished, as  was  seen  in  one  of  Leppman's  cases.  For  that  reason, 
perhaps  hysterectomy  is  an  advantage,  owing  to  the  ease  with 
which  every  raw  surface  is  made  extra-peritoneal  and  free  from 
adhesions. 
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Moreover,  it  involves  a  more  complete  clearance  of  the 
nerves  in  the  region,  and  is  more  likely  on  that  account  to  be 
efficacious.  This  view  is  supported,  to  a  certain  extent,  by  a 
fact  which  must  be  apparent  to  most  operators— namely,  the 
much  greater  pain  sufifered  l)y  patients  subjected  to  oophorec- 
tomy, compared  with  patients  in  whom  hysterectomy  has  been 
performed. 

The  President  thanked  Dr  Davidson  for  his  paper,  and 
congratulated  him  upon  making  his  debut  in  the  Society.  The 
subject  was  a  difficult  and  complicated  one;  but  there  is 
certainly  a  field  for  operative  treatment.  Such  treatment  was 
usually  not  encouraged  by  physicians. 
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Meeting  IV.— February  9,  1910. 
Dr  J.  Lamond  Lackie,  Junior  Vice-President,  in  the  Chair. 

I.  The  following  gentlemen  were  elected  Ordinary  Fellows 
of  the  Society : — Stephen  Forrest,  M.A.,  M.B.,  Ch.B.,  1  Magdala 
Crescent,  Edinburgh ;  H.  L.  Watson  Wemyss,  M.B.,  Ch.B., 
Eoyal  Maternity  Hospital,  Edinburgh ;  John  M'Laren,  M.B., 
CM.,  39  Lauriston  Place,  Edinburgh ;  W.  F.  MacDonald,  M.B., 
Ch.B.,  Olive  Lodge,  Pol  war  th  Terrace,  Edinburgh. 

II.  Dr  Robert  Robertson  showed  baby  illustrating  result 
OF  immediate  operation  for  depressed  fracture  of  parietal 
BONE  DURING  DELIVERY.  The  case  was  one  of  slowness  in 
delivery,  an  instrumental  case,  where  the  child  was  born  with 
a  depressed  fracture  over  the  frontal  bone.  The  child  was  very 
pale,  breathing  very  badly,  and  it  was  perfectly  evident  that 
it  would  very  soon  die.  The  head  was  cleansed  and  an  incision 
made,  exposing  the  fracture.  Below  the  skin  there  was  a  large 
quantity  of  blood,  which  was  cleared  out.  It  was  difficult  to 
get  below  the  bone  in  order  to  raise  it,  so  an  opening  was  made 
at  the  suture,  and  an  instrument  pushed  through  enabled  the 
depressed  bone  to  be  elevated.  Tiie  child  had  no  chloroform : 
it  was  quite  unconscious ;  it  recovered  quite  well  the  next  day. 
The  result  was  excellent.  The  two  sides  of  the  head  are  quite 
equal.     The  wound  healed  by  first  intention. 

This  case  was  brought  before  the  Society  in  order  to  show 
what  the  general  practitioner  could  do.  This  was  the  third 
case  Dr  Kobertson  had  had  of  this  sort — one  child  had  died ; 
another  child,  now  aged  5,  had  convulsive  seizures  for  a  couple 
of  days.  He  had  also  had  experience  of  a  case  which  had  been 
left  alone — a  boy,  aged  14,  who  lias  hemianopsia  and  defective 
movement  on  one  side  of  the  body,  and  who  also  takes  epileptic 
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seizures.  He  thought  it  a  very  unfortunate  thing  to  leave  the 
condition  alone. 

III.  Dr   Hiiig   Fenjuson   showed    drawings    illusteating 

ItESULT   OF   IMMEDIATE   OPERATION   FOR   DEPRESSED   FRACTURE  OF 

PARIETAL  BONE  DURING  DELIVERY.  This  patient  was  in  the 
Maternity  Hospital ;  she  had  a  narrow  pelvis ;  it  was  a  case 
uf  induced  labour.  The  forceps  was  applied,  and  the  head 
came  through  with  somewhat  of  a  jerk,  and  when  the  child 
was  born  it  was  found  to  have  a  depression  on  its  left  parietal 
bone  and  left  frontal  bone.  The  child  was  breathing,  but  it 
(lid  not  look  at  all  well.  Eeduction  by  manipulation  was 
attempted,  but  was  unsuccessful,  since  round  the  edge  of 
the  depression  the  bone  was  fractured  and  it  was  impossible 
to  raise  it  up.  It  was  cut  down  upon,  the  incision  was 
prolonged  to  the  frontal  suture,  and  the  edge  of  a  dissecting 
forceps  pushed  between  the  bone  and  the  dura  mater  in  order 
to  lever  the  bone  up,  which  it  did  with  a  jerk.  The  patient 
had  no  chloroform. 

Mr  Scott  Carmichael  said  he  had  seen  two  cases  in  the 
Eoyal  Hospital  for  Sick  Children,  in  which  the  fracture  was 
almost  in  the  identical  position  of  Dr  Haig  Ferguson's  case. 
In  one  case  there  were  no  symptoms,  and  the  depression  had 
become  completely  cured.  In  the  other  case  the  child  was 
3  or  4  months  old;  it  had  fallen  from  its  mother's  arms  antl 
received  a  fracture  on  the  brow.  In  neither  case  was  an 
operation  performed,  and  the  children  were  now  quite  well. 

IV.  Dr  W.  Fordyce  showed— (a)  large  ovarian  fibroma 
WITH  TWISTED  PEDICLE.  This  tumour  was  removed  from  a 
patient,  aged  50,  who  had  had  ten  children  and  had  complained 
for  several  years  of  a  lump  in  the  abdomen,  of  ordinary  slow 
growth.  A  month  before  admission  to  hospital  she  had  been 
laid  up  with  severe  abdominal  pain,  and  was  supposed  to  have 
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appendicitis ;  tho  pain  was  not  thought  to  be  connected  with 
the  tumour,  which  had  been  present  for  a  very  long  time. 
She  had  a  very  high  temperature  and  was  very  ill  for  some 
time.  She  had  this  large  tumour,  about  the  size  of  a  seven 
months'  pregnancy.  On  opening  the  abdomen  one  expected 
to  find  a  large  ovarian  tumour,  and  that  the  pedicle  would  be 
very  much  congested.  One  curious  point  about  the 
tumour  was,  that  while  the  bulk  of  it  was  fibroid,  part  was 
cystic  and  adenomatous.  There  were  adhesions  to  other 
organs,  but,  as  is  usual  with  these  adhesions,  they  were  very 
soft  and  cheesy. 

(b)  Large  uterus  removed  by  vaginal  hysterectomy  for 

SEVERE    FLOODINGS    AFTER    THE    MENOPAUSE.        The    UtcruS    waS 

removed  from  a  patient,  aged  50,  iv.-para,  who  had  had  more 
or  less  constant  haemorrhage  for  two  years.  She  had  not 
menstruated  for  some  months,  and  it  was  thought  she  had 
passed  the  menopause.  Then  she  began  to  bleed  for  a  month 
or  two,  and  then  began  to  ha\e  very  severe  floodings ;  and  in 
the  September  previous  to  Dr  Fordyce  seeing  her  she  had  had 
another  very  bad  haemorrhage,  which  had  reduced  her  greatly ; 
and  she  said  that  during  the  last  six  weeks  the  discharge  had 
been  more  or  less  foul-smelling.  From  such  a  history,  except 
f(jr  the  long  duration,  one  expected  malignant  disease.  The 
patient  looked  very  pale,  exceedingly  blanched,  and  somewhat 
jaundiced.  The  uterine  cavity  was  3|  ins. ;  on  curetting, 
practically  nothing  was  got  away.  The  scrapings  were 
examined,  but  there  was  no  sign  of  malignant  disease.  Tlie 
liaemorrhage  came  on  again  as  badly  as  ever,  and  she  had  a 
very  severe  flooding;  the  patient  was  evidently  about  to  die 
from  severe  loss  of  l)lood.  A  vaginal  hysterectomy  was 
performed.  There  was  practically  nothing  the  matter  with 
the  uterus. 

On  microscopical  examination,  Dr  Watson  found  that  tho 
muscular  tissue  had  l)een  largely  absorbed ;    there  was  great 
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increase  in  the  fibrous  tissue,  and  there  wore  typical  arterio- 
sclerotic changes.  This  was  the  third  case  in  which  Dr  Fordyce 
hadjremoved  the  uterus,  expecting  to  find  malignant  disease, 
and  had  found  this  fibrous  change. 

(c)  Tubercle  of  the  ovary.  (Microscope  specimen.)  The 
tulierculous  ovary  was  found  on  the  same  side  from  which  a 
1  )road-ligament  cyst  had  Ijeen  removed  two  years  previously. 
Whether  it  was  primary  or  secondary  to  the  operation  had  not 
l)een  determined. 

V.  Mr   E.    W.   Scott    Carmichael  showed — (a)  ovary  and 

FALLOPIAN    TUBE   STRANGULATED    IN    THE   INGUINAL   HERNIA    SAC 

OF  INFANT,  ^T.  4  MONTHS.  TMs  Specimen  was  from  a  child 
who  was  brought  up  to  the  out-patient  department  of  the 
Koyal  Hospital  for  Sick  Children  with  a  swelling,  said  to  have 
been  present  for  ten  days.  On  enquiring  into  the  history,  the 
mother  said  she  had  noticed  the  swelling  coming  down  from 
time  to  time.  He  cut  down  and  found  that  on  opening  the 
sac  there  was  a  large,  brown-coloured  body,  which  proved  to 
be  ovary  and  Fallopian  tube.  The  ovary  was  about  three 
times  the  normal  size  for  a  child  of  that  age  and  was  very 
dark  coloured.  He  removed  the  ovary  with  the  Fallopian 
tube — it  was  very  congested  and  not  in  a  condition  to  leave — 
it  w^as  almost  gangrenous. 

(h)  Villous  papilloma  of  bladder  removed  by  vaginal 
CYSTOTOMY.  The  patient,  aged  59,  had  been  suffering  from 
bladder  hemorrhage  for  seven  or  eight  years,  and  on  making  a 
cystoscopic  examination  a  tumour  was  found  just  above  the 
left  ureter.  The  patient  had  some  objection  to  an  alxlominal 
operation,  and  the  only  possible  way  to  remove  the  tumour 
was  by  vaginal  cystotomy.  In  order  to  obtain  access  to  the 
base  of  the  bladder  an  anterior  colpotomy  was  done,  and  the 
bladder  wall  and  urethra  incised  and  slit  up.  Afterwards  the 
bladder   and   urethra   were   stitched   up   and   a  self -retaining 
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rubber  catheter  was  put  iu,  and  the  patient  had  never  any 
trouble.  The  catheter  was  taken  out  on  the  fifth  day,  the 
patient  got  up  on  the  eighth  day  and  went  'home  on  the 
eleventh  day. 

((■)  Uterus  with  submucous  fibroid  and  marked  hydro- 

METRA  removed  BY  SUPRAVAGINAL  HYSTERECTOMY.      The  patient, 

aged   49,  had  a  tumour  the  size   of  a   seven  months'   preg- 
nancy.     The   tumour   had   grown   very  rapidly,   and,   as   far 
as  could  be  seen,  was  eminently  cystic.     The  important  point 
was   that  there  w^as  a  distinct  thrill  in  the  tumour,  and  one 
was,  therefore,  a  little  doubtful.     The  question  of  pregnancy 
was   considered,   but   could    be   dismissed.      On    opening   the 
abdomen    he   was   surpri.sed   to    see   that   this   cystic  tumour 
was  the  uterus ;  he  had   thought  it  was  an   ovarian  tumour. 
A  cannula  was  put  in  and  a  large  amount  of  clear,  serous 
fluid  withdrawn,  and  the  tumour  shrank  to  a  certain  extent. 
He  proceeded   to  do  a  supravaginal  hysterectomy.     A  large 
quantity  of  fluid  was  found  in  the  uterus,  and,  attached  to  the 
wall,  a  tumour.     As  soon  as  the  uterus  was  opened  it  shrank 
to  about  a  third  of  its  previous  size.     Its  walls  were  gelatinous 
in  places,  with  dark  pigmented  spots.    The  tunntur  was  attached 
to  the  wall  and  was  a  submucous  fibroid,   very  cedematous. 
The  interesting  point  was,   the  tremendous  quantity  of  fluid 
and  where  the  fluid  came  from ;  it  was  lying  in  the  cavity  of 
the  uterus.     On  looking  u})  the  literature  he  had  not  been  able 
to  find  a  case  corresponding  to  this.     There  had  been  no  dis- 
charge from  the  \agina. 

VI.  Dr  J.  ]V.  Kcay  showed  A  cystic  TUMOUR  of  the 
OVARY  with  complete  twlst  of  short  pedicle.  (In  connec- 
tion with  paper  on  page  99.) 
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VII.    VAGINAL    FIXATION    FOR    UTERINE    DISPLACE- 
MENTS.    (With  Lantern  Demonstration.) 

By  'Mr  E,  AV.  Scott  Carmichael 

Five  years  ago,  at  a  meeting  of  tliis  Society,  Dr  Bantock  read 
a  paper,  "  In  Defence  of  the  Pessary,"  in  wliich  he  advocated 
the  use  of  tlie  pessary  in ,  all  cases  of  prolapse  and  retroversio- 
flexion,  and  regarded  operation  as  the  dernier  ressort  of 
treatment. 

Having  just  returned  from  the  Gi'eifswald  Frauenklinik, 
where  I  had  spent  seven  months  as  a  junior  assistant  with 
Prof.  Martin,  I  ventured  to  point  out  that  in  spite  of  Dr 
Bantock's  condemnation,  operation  was  the  rule,  and  not  the 
exception,  in  the  treatment  of  these  cases  in  that  hospital. 

Since  that  time  I  have  had  considerable  experience  in 
dispensary  and  private  practice  in  treating  cases  of  prolapse 
and  retroversion,  and  have  seen  fit  to  modify  my  yiqwh  as  to 
the  frequency  with  which  operation  should  1je  carried  out. 

In  dispensary  practice  one  is  compelled  to  persist  with 
pessary  treatment  more  frequently  and  for  a  longer  period  than 
in  hospital  practice,  and  wdiile  I  admit  that  a  large  numljer  of 
cases  are  relieved  by  such  treatment,  I  cannot  rememlier  a 
single  case  in  which  permanent  cure  in  the  anteverted  position 
was  obtained  after  the  pessary  was  removed. 

I  know  that  others  claim  to  be  more  fortunate  than  I  have 
been  in  this  respect. 

It  is  the  purpose  of  this  paper,  however,  to  bring  to  your 
notice  the  claims  of  an  operation  which  has  received  much 
condemnation  in  the  treatment  of  this  condition — namely, 
vagino-fixation. 

Nor  do  I  wish  to  discuss  its  relative  merits  with  the  various 
abdominal  methods  in  use,  except  to  compare  it  favourably 
with  ventro-suspension  or  ventro-fixation. 
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Duiini,f  the  last  five  years  I  have  treated  nearly  700 
gynaecological  cases  at  the  Eoyal  Pultlic  Dispensary,  of  which 
75  have  heen  either  cases  of  prolapse  or  backward  displacement. 

Of  these,  6  have  been  operated  upon  by  myself,  and  to 
these  I  must  add  14  cases,  operated  upon  in  pri\ate  and  in 
hospital. 

From  a  study,  then,  of  these  cases,  I  lielieve  that  vagino- 
iixation  has  a  well-defined  position  as  an  operation  in  the 
treatment  of  displacements. 

What,  then,  are  the  indications  for  this  operation  ?  Aije. 
Nature  of  Displacement.     Corivplications. 


Table  of  Cases. 


No 

.Et. 

Degree  of  Disp'acpment. 

Complication. 

1, 

Mrs  D.       . 

32 

Retroversio-flexion . 

Salpingo-ovaritis. 

'; 

Mrs  G.       . 

18 

Retroversio-flexion. 

Posterior  adhesions. 

3. 

Mrs  H.      . 

22 

Cvstocele. 

4. 

Mrs  K.       . 

27 

Retroversio-flexion. 

Salpingo-ovaritis. 

5. 

Mrs  L.       . 

23 

Cvstocele. 

6. 

Mrs  S. 

36 

Prolapsus  Uteri. 

Elongatio  Colli. 

7. 

Mrs  S. 

48 

Prolapsus  Uteri. 

8. 

Mrs  K.       . 

46 

Cystocele. 

9. 

Mrs  C.       . 

51 

Retroversio-flexion. 

Salpingo-ovaritis.     , 

10. 

Mrs  L.       . 

43 

Cystocele. 



11. 

Mrs  R.       . 

47 

Prolapsus  Uteri. 

Elongatio  Colli. 

12. 

Mrs  S.        . 

52 

Prolapsus  Uteri. 

13. 

Mrs  L        . 

49 

Retroversio-flexion. 

14. 

Mrs  N.       . 

44 

Cystocele. 

15. 

IVIrs  \).       . 

38 

Retroversio-flexion. 

Pyosalpinx. 

16. 

Mrs  V.       . 

42 

Retroversio-flexion. 

17. 

Mrs  M.       . 

45 

Prolapsus  Uteri. 

18. 

Mrs  L.       . 

37 

Retroversio-flexion. 

Salpingo-ovaritis. 

19. 

Mrs  C.       . 

48 

Prolapsus  Uteri. 

20. 

Mrs  H.      . 

51 

Cystocele. 

In  considering,  then,  the  auis  of  the  paticiils  and  their 
relations  to  the  period  of  active  reproducii(»n,  il  will  he  nt»ticed 
that  the  first  six  of  these  were  patients  who  could  reasonaltly  he 
expected  to  become  pregnant  on  a  future  occasion.  The  later 
operations  have  all  been  performed  on  patients  at  the  end  of 
theii'  (liild-bcaiing  period. 
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Now,  it  will  be  noted  that  of  tlie  cases  treated  by  this 
operation,  the  earlier  eases  were  in  women  of  a  much  younger 
age  than  in  the  later  cases. 

This,  then,  followed  the  practice,  carried  out  in  the  Klinik, 
of  operating  upon  all  such  cases,  irrespective  of  age. 

I  do  not  intend  to  enter  fully  here  on  its  ])earing  on 
subsequent  childbirth,  more  than  to  say  that  I  have 
conducted  labour  in  two  cases  in  which  vagino-fixation 
luid  been  previously  performed,  and  in  each  case  it  w^as 
normal  and  did  'not  require  any  form  of  instrumental 
interference. 

Diihrssen  has  reported  79  cases  of  pregnancy  after  vagino- 
fixation, in  9  of  which  artificial  aid  was  required — a  proportion 
surely  not  in  excess  under  normal  circumstances. 

Eigidity  of  the  os  uteri,  which  seems  to  have  been  the  most 
common  complication  of  childbirth  following  the  operation, 
may  equally  he  attributed  to  the  causes  for  which  the  operation 
was  performed  as  to  the  operation  itself. 

There  is  no  doubt  that  the  true  facts  as  to  the  cause  of 
difficulty  have  not  yet  been  revealed,  and  so  a  false  impression 
of  the  after-results  of  the  operation  has  arisen. 

Anatomically  speaking,  if  the  operation  is  carried  out  as 
advised  Ijy  Diihrssen  and  Martin,  it  is  difficult  to  see  why  it 
should  interfere  with  .the  expansion  of  the  uterus  during 
pregnancy,  or  the  dilatation  of  the  cervix  during  labour. 

Complications  necessitating  Csesarean  section  must,  as  a 
rule,  be  attributed  to  faulty  operations,  more  especially  to  too 
high  fixation  on  the  uterine  body. 

Although  the  results  obtained  by  Prof.  Martin  and  his 
assistants  were  so  satisfactory,  I  admit' that  one  is  less  inclined 
to  perform  this  operation  under  the  age  of  40  than  later ;  and 
of  the  last  14  cases  which  are  here  referred  to,  all  except  2  were 
over  40  years  of  age. 

Nature  of  Displacement. — This,  as  is  seen  from  the  table, 
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comprises  a  duwiiwaid  displacement  uf  the  uterus  in  vaiictus 
stages. 

1.  Eetroversio-flexions. 

2.  Cystoceles. 

3.  Prolapsus. 

I  have  put  these  m  order  of  merit,  according  to  the  com- 
plaint of  the  patient,  which  were  in  No.  1  referred  to  the  actual 
uterine  <lisplacement  or  its  concomitants ;  in  No.  2,  where  the 
urinary  symptoms  were  predominant,  such  as  frequent  or 
painful  micturition,  ur  incontinence  ;  or  No.  3.  where  the 
complaint  was  descent  of  the  uterus. 

Complications. — What  strikes  one  in  dispensary  practice  is, 
that  these  cases  of  uterine  displacement  come  for  treatment,  not 
because  of  the  displacement  itself,  but  Ijecause  of  the  complica- 
tions associated  with  it.  It  is  rare,  in  my  opinion,  to  see  an 
uncomplicated  case  of  retroversion,  and  of  the  75  cases  wliieh 
I  have  had  in  dispensary  practice,  in  only  4  was  the  displace- 
ment at  all  uncom])licated. 

These  uncomplicated  cases  are  those  in  which  the  uterus  is 
mobile,  easily  replaceable,  and  where  there  is  no  evidence  of 
inflammation  or  tumour  growth  in  the  uterus  or  its  adnexa. 
It  may  be  congenital  when  the  uterus  retains  its  cliild-liki' 
shape.  It  is  prol>al>ly  much  more  common  than  we  think,  but 
because  it  causes  in  most  cases  no  symptoms,  it  does  not  come 
under  tiie  observation  of  the  gynaecologist. 

The  complications  which  are  usually  present  in  these  cases 
are — (1)  clianges  in  the  uterus  itself,  leaduig  to  eidargenient  ; 
(2)  peritoneal  adhesions  of  the  uterine  fundus  to  the  pouch  of 
Douglas;  (o)  .affections  of  tlie  tubi's  and  ovaries,  generally 
inflammatory. 

Tlic  uterus  (in  my  f.xjtcriencc)  is  nearly  always  enlarged, 
and  the  cervix  elongated.  Whatever  the  pathological  change 
here  is — whether  there  is  metritis  or  endometritis,  or  whether 
the    changes   are   inflammatory  or    mechanical — it    is    not    the 
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purpose  of  this  paper  to  discuss.  I  have  licen  struck  with  the 
fact  that  after  operation  (especially  in  tln-ee  cases)  the  uterus 
lias  returned  rapidly  to  its  normal  size. 

The  absence  of  peritoneal  adhesions  is  by  no  means  easy  to 
determine  clinically.  I  have  frequently  seen  a  uterus  which 
was  fairly  mobile,  though  large  and  tender,  at  the  operation 
prcstMit  numerous  adhesions  between  the  posterior  surface  and 
the  peritoneum  of  the  pouch  of  Douglas.  These  were  capable 
of  considerable  stretching,  but  were  indicative  of  local  peri- 
tonitis in  itself,  and  a  contra -indication  to  pessary  treatment. 

Although  many  of  the  uteri  which  are  retroplaced  are 
tender  in  virtue  of  a  metritis,  in  a  considerable  number  the 
tenderness  is  due  to  such  a  localised  peritonitis  even  when  the 
uterus  is  mol)ile. 

Technique. — A  lantern  demonstration  was  given,  illustrating 
S(  tme  points  in  the  anatomy  and  technique  of  the  operation. 

Conclusions. — That  vagino-fixation  is  of  considerable  value 
in  the  following  conditions  : — 

1.  In  cystocele,  with  urinary  symptoms. 

2.  In  prolapsus,  except  in  exaggerated  cases. 

3.  In  backward  displacements,  with  mild  complications, 

4.  It  is  an  operation  which  is  consented  to  much  more 
readily  than  an  abdominal  operation. 

5.  The  risks  to  child1)irth  of  the  operation,  if  properly  per- 
formed, are  relatively  small,  but  it  is  preferable  to  perform 
the  operation  after  the  child-bearing  period. 


Dr  Banken  Lyle  condemned  both  the  operation  and  the 
pessary  treatment.  When  he  read  the  title  of  the  paper  he 
got  somewhat  of  a  shock ;  he  did  not  know  exactly  what  he 
was  in  for,  but  he  was  quite  pleased  to  hear  that  Mr  Carmichael 
did  not  treat  these  cases  during  the  chiM- bearing  period,  but 
after.     He  had  a  very  great  objection  to  fixation  of  the  uterus 
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in  all  cases  Uuriiij^f  the  child-beariiiii  period.     He  had  recently 
seen  twn  cases,  and  both  patients  had  died  immediately  after 
the  confinement,  owing  to  complicatinns   which   were   due   to 
nothing  else  than  the  fixation.     As  regards  vaginal  fixation, 
he  thought  it  was  Noble  of  Philadelphia  who  said  that  more 
than  one-quarter  of  all  pregnancies  f(jllowing  vaginal  fixation 
ended   in   disaster.      If   for   nothing   else    the   operation    was 
condemned  by  these  results,  so  far  as  the  child-bearing  period 
was  concerned.     He  was  against  the  use  of  pessaries  in  these 
cases  altogether.     The  main  point  one  had  to  think  of  in  all 
cases  of  retroversion  of  the  uterus  was  :  Does  it  cause  symptoms 
or  not  ?     That  was  most  important.     Some  years  ago  he  had 
an  idea  that  in  retroversion  or  retroflexion  of  the  uterus  there 
were  symptoms  which  required  treatment,  but  with  maturer 
experience  he  had  come  to  the  conclusion  that  very  few  cases 
of  retroversion  or  retroflexion  of  the  uterus  caused  symptoms, 
that  the  important  symptom  connected  with  it  was  haemorrhage, 
and  that  all  the  other  symptrjms — such  as  headache,  backache, 
pain  in  the  left  side,  sleeplessness — were  due  to  neurasthenia, 
brought  on  by  a  doctor  telling  the  patient  she  had  retroversion. 
It  was  necessary  to  ascertain  if  there  were  symptoms  or  not 
in   these  cases.     As  regards  prolapse  of   the  uterus,   he   was 
unable  to  think  that  vaginal  fixation  could  cure  or  even  relieve 
that  condition.     Vaginal  fixation  would   have   a   tendency  to 
pull  down  rather  than  raise  the  uterus.     As  regards  cystocele — 
a  sequela  of  neurasthenia — a  large  proportion  of  these  patients 
were  neurasthenics,  ami  tiie  condition  w.is  brought    on   by  the 
patients  bearing   dcnvn   and    thinking   they    had   retroversion, 
and  very  early  they  manifestetl   a   cystocele.      Ho  had  found 
in  many  cases,  after  the  operation  was  performed,  the  patients 
were  much  worse  than  l)efore,  because  the  uterus   had  been 
forced  down  all  the  more  ami  the  operation  was  of  no  account 
at  all.     As  far  as  lie  knew,  he  had  not  heard  of  any  operators — 
at  least  very  few — in  this  country  who  advised  vaginal  fixation  ; 
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it  was  practised  a  good  deal  on  the  Continent,  and  occasionally 
in  America  ;  but  in  America  they  usually  limited  it  to  after  the 
child-bearing  period. 

Dr  Haig  Ferguson  took  exception  to  one  or  two  statements 
Mr  Scott  Carmichael  had  made.  Firstly,  he  (Mr  Scott 
Carmicliael)  said  he  had  never  seen  a  case  of  retroversion 
cured  by  a  pessary ;  he  (Dr  Haig  Ferguson)  did  not  say  that 
he  had  seen  them  cured  by  a  pessary,  but  he  was  quite  con- 
vinced that  certain  early  cases  could  be  supported  for  a  few 
months  and  were  then  f(jund  to  be  quite  well  when  the  pessary 
was  removed.  Then  the  question  came  up  as  regards  uncompli- 
cated cases  of  retroversion.  He  strongly  believed  in  uncompli- 
cated cases  of  retroversion  being  left  alone.  He  thought  that 
a  retroversion  only  required  treatment  when  it  was  causing 
symptoms,  or  in  those  cases  in  which  the  displacement  was  a 
cause  of  sterility.  As  regards  the  question  of  treatment,  the 
only  operation  which  was  one  of  complete  safety,  was  ventral 
suspension,  not  ventral  fixation ;  that  did  not  interfere  in  any 
way.  In  vaginal  fixation,  fixing  it,  as  Martin  has  described, 
low  down,  the  risks  of  child-bearing  later  were  very  serious 
indeed ;  if  one  wanted  to  make  sure,  one  required  to  fix  it  a 
little  higher  up.  Vaginal  fixation  w"as  particularly  good  in 
those  cases  in  which  the  uterus  was  small ;  but  in  such  cases 
the  pessary  was  quite  as  useful.  In  those  cases  in  which  the 
uterus  was  adherent,  one  had  a  difficulty  in  separating  the 
uterus,  because  one  did  it  entirely  by  the  sense  of  touch ;  one 
could  not  see,  and  ran  the  risk  of  serious  damage ;  therefore, 
if  the  uterus  was  adherent,  it  was  better  to  open  the  abdomen. 

Then  the  next  point  was  prolapse.  He  could  not  see  how- 
vaginal  fixation  could  possibly  cure  prolapse  or  be  in  any  way 
a  help  to  cystocele.  In  cases  where  there  was  prolapse  of  the 
uterus,  he  had  sometimes  gone  the  length  of  performing  an 
operation  (Wertheim's)  which  consisted  in  fixing  the  fundus 
uteri  and  the  anterior  wall  into  the  vagina  below  the  bladder. 
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putting  the  bladder  above  tlic  uLitu.s,  .aid  thus  preventing  a 
recurrence  of  cystocele.  He  had  been  very  much  interested 
in  \vliat  Mr  Scott  Carmichael  liad  said,  but  he  felt  bound  to 
say,  from  his  own  experience,  he  did  not  recommend  vaginal 
fixation  in  cases  in  which  a  woman  was  liable  to  have  children, 
and  in  cases  in  which  the  uterus  was  heavy. 

Dr  W.  Fordyce  said  Dr  Lyle  and  Dr  Haig  Ferguson  had 
anticipated  all  the  points  which  had  occurred  to  him  as 
open  to  criticism  in  Mr  Sc<jtt  Carmichael's  paper.  He 
had  no  practical  experience  of  the  (jperatiun  himself,  because 
since  he  began  to  operate  he  had  been  led  to  tlie  conclusion 
that  of  all  the  operations  for  fixing  the  uterus,  vaginal  fixation 
was  the  one  to  be  condemned.  Certainly  American  doctors 
condemned  it  very  much.  They  could  not  suppose  that  the 
results  were  due  entirely  to  the  operators,  in  that  they  had 
not  the  same  skill  as  Martin  and  Diihrssen.  Mr  Scott 
Carmichael  had  described  two  fatal  cases  where  vaginal 
fixation  had  been  performed ;  if  one  case  was  fatal  that  was 
enough  to  condemn  it.  Then  he  coulil  not  see  how  \\\  the 
world  vaginal  fixation  was  possibly  going  to  do  anything  for  a 
prolapse,  for  the  uterus  was,  practically,  fixed  down  to  one  of 
the  parts  which  prolapsed — the  vaginal  wall.  "Witli  a  prolapse 
(if  the  uterus  there  was  a  very  marked  descent  of  the  uterus. 
In  those  cases  of  cystocele  where  Mr  Scott  Carmichael  had  got 
benefit,  he  should  think  the  result  had  been  more  in  the  pushing 
up  of  the  bladder  and  from  the  colporriiaphy  which  had  been 
<lone.  He  quite  agreed  witli  Dr  Haig  Ferguson  as  regards 
ventral  suspension  ;  vaginal  fixation  was  a  dangerous  operation, 
and  it  had  only  been  successful  when  the  patient  was  past  the 
cliild-bearing  period,  and  in  a  certain  number  of  cases  in  which 
there  was  prolapse.  The  operation  he  preferred,  after  some 
experience,  with  the  exception  of  ventral  suspension,  was  to 
open  the  abdomen  and  see  the  condition  of  affairs  inside, 
because  very  often  one  saw  an  uncomplicated  retroversion,  and 
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if  adhesions  were  found  iliey  could  l)e  dealt  with,  and,  further, 
one  could  use  some  treatment — eitlier  Gilliam's  operation  or 
some  modification  of  Alexander  Adams's. 

Dr  James  Ritchie  thought  Mr  Scott  Carmichael  was  a  little 
belated  in  his  reply  to  Dr  Bantock ;  it  was  five  years  ago  now, 
and  he  should  say  Mr  Scott  Carmichael  was  just  as  extreme 
in  advocathig  vaginal  fixation  as  Dr  Bantock  was  in  advocating 
the  use  of  the  pessary.  He  agreed  with  Dr  Lyle  and  Dr  Haig 
Ferguson  that  every  case  of  retroversion  did  not  require  treat- 
ment. He  remembered  some  time  ago  a  lady  telling  him  that 
she  had  been  in  London,  and  somehow  she  had  got  examined ; 
the  doctor  told  her  there  was  displacement ;  a  pessary  was  put 
in.  Whenever  the  pessary  was  removed  and  she  was  told 
there  w^as  no  displacement,  she  had  no  discomfort  whatever. 
He  had  seen  cases  of  retroflexion  cured  by  the  introduction  of 
a  pessary,  and  after  the  pregnancy  the  symptoms  did  not  return 
and  the  retroflexion  did  not  return.  He  would  like  to  know  if 
Mr  Scott  Carmichael  did  not  approve  of  Prior's  operation.  He 
had  read  and  heard  of  anterior  fixation  as  being  somewhat 
unfavourable.  He  knew  that  Martin  approved  of  it,  and  he 
had  heard  Mr  Scott  Carmichael  before;  but  he  had  heard 
anterior  fixation  spoken  of  unfavourably. 

Dr  Lamond  Lackie  said  when  he  went  to  Germany  nothing 
struck  him  so  much  as  the  frequency  with  which  this  operation 
was  performed.  The  vagina  was  opened  up  and  the  uterus 
fixed  to  the  anterior  vaginal  wall.  One  had  not  the  opportunity 
of  seeing  the  result  of  these  operations ;  the  great  danger  was 
that  the  conditioia  returned.  He  would  like  to  know  if  Mr 
Scott  Carmichael  had  had  the  opportunity  of  seeing  the  cases 
he  mentioned  a  year  or  two  afterwards,  and  of  seeing  what 
the  result  had  been. 

Mr  E.  W.  Scott  Carmichael,  replying,  said  he  expected  very 
severe  condemnation,  and  to  a  certain  extent  had  got  much  as 
he  expected.     Dr  Lyle  spoke  of  Nolile's  condemnation  of  this 
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particular  luetliod.  He  (Mr  Scott  Carmicliael)  knew  that  it 
liad  been  received  with  very  great  disfavour ;  but  he  always 
thought  that  if  one  were  going  to  do  an  f)peration,  one  must 
fdllow  tlie  technique  of  the  person  who  liad  introduced  the 
operation ;  and  there  was  no  doubt  that  \'ery  few  people  per- 
formed this  operation  as  Martin  did ;  the}'  thought  they  did, 
but  they  did  not.  He  did  not  think  they  were  justified  in 
completely  condemning  it  as  had  been  done.  Martin  had 
performed  1000  operations.  In  35  pregnancy  had  suljsequently 
followed ;  in  29  labour  had  been  normal ;  in  the  remaining  6, 
with  one  exception,  the  complications  had  been  slight,  and  such 
as  would  oecui-  under  noriniil  circumstances.  In  tlie  same  way 
Diihrssen  had  reported  79  cases  in  wliich  there  were  9  com- 
plications, all  these  complications  being  what  might  have 
occm'red  without  this  operation  having  been  performed.  In 
the  face  of  that  he  did  not  think  one  was  justified  in  wholesale 
condemnation  of  this  operation.  Although  an  assistajit  in 
Martin's  clinic,  and  inclined  to  follow  his  methods,  he  did 
not  think  one  was  justified  in  performiiig  this  operation  in 
persons  wlio  had  not  passed  the  cliild-bearing  period. 

Dr  Lyle  spoke  of  a  cystocele  having  a  neurasthenic  origin, 
that  the  cystocele  was  tlie  result  of  the  constant  tliinking  of 
it,  bearing  down,  and  so  on  ;  he  (Mr  Scott  Carmicliael)  thought 
that  the  cystocele  was  the  primary,  and  the  neurasthenia  the 
secondary,  condition.  He  could  not  l»elicve  that  the  neurasthenia 
was  the  cause  of  the  cystocele. 

Dr  Haig  Ferguson  severely  criticised  liis  statement  that  he 
had  seen  no  cure  from  a  pessary.  In  five  years'  dispensary 
practice  he  had  seen  no  cure  from  a  pessary ;  if  one  ap[»lied  the 
pessary,  and  the  ]>atient  Jiad  to  wear  it  for  years,  he  did  not 
think  that  could  be  called  a  cure. 

As  to  uncomplicated  retroversion,  of  course  tliis  or  any 
other  operation  was  not  to  be  performed  in  this  condition.  His 
contention  was  that  patients,  when  they  sought  medical  advice, 
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did  «o  because  the  case  was  complicated ;  the  uncomplicated 
cases  were  only  seen  by  accident. 

As  regards  ventral  suspension,  he  had  no  experience.  Dr 
Kelh',  in  his  book  on  Gynaecology,  mentioned  it.  He  had  now- 
given  up  the  operation  of  ventral  suspension;  he  did  not  consider 
it  a  good  operation,  l)ecause  it  led  very  much  to  the  same 
complications.     Gilliam's  operation  was  advocated  by  Kelly. 

Dr  Haig  Ferguson  referred  to  the  operator  not  being  able 
tc»  see  the  adhesions  in  the  uterus :  one  did  not  advocate  this 
operation  where  there  were  any  adhesions.  Dr  Haig  Ferguson 
also  could  not  understand  how  it  would  cure  prolapse  or  help 
cystocele.  This  brought  up  the  question  of  the  cause  of 
prolapse.  If  the  uterus  was  fixed  forward,  he  thought  most  of 
the  members  present  would  agree,  it  almost  never  prolapsed. 
If  the  uterus  was  half  outside,  as  he  had  mentioned,  one  would 
not  perform  this  operation. 

Dr  Lackie  referred  to  his  (Mr  Scott  Carmichael's)  cases  and 
results.  Out  of  14  he  knew  the  after-history  in  12  ;  in  9  the 
uterus  had  remained  forward,  and  in  3  it  had  j)rolapsed.  This 
showed  that  the  relapses  were  much  less  than  those  from 
pessary  treatment.  Certainly  some  relapses  occurred  as  the 
result  of  this  operation,  but  Dr  Martin  claimed  50  per  cent,  of 
cures. 

VIII.  A  SIMPLE  PERINEAL  OPERATION,  AS  USED  IN 
CASES  OF  PROLAPSUS  UTERI  AND  FOR  PERINEAL 
REPAIR  (WITH  ILLUSTRATIVE  CASES) 

By  James  Wm.  Keay,  M.D.,  M.R.C.P.E.,  D.P.H.,  Clinical  Tutor, 
Gynaecological  Wards,  Royal  Infirmary. 

The  operative  procedure  described  in  this  paper  presents 
nothing  essentially  new.  It  is  only  on  a  few  points  of  minor 
detail  in  the  technique  that  it  differs  from  anythmg  I  have 
already  seen  done  or  recorded  in  literature. 
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Since  Savage  in  1870  iioiiited  out  the  deficiencies  of  the 
pelvic  floor  accompanying  hicerations  of  the  perineum,  the 
teclmique  of  perineal  o})eration.s  has  l>een  gradually  perfected. 

The  methods  of  Hegar,  Emmet,  and  Lawson  Tait  developed 
the  operative  measures  to  such  a  state  of  proficiency,  that  we 
are  still  content  to  use  these  operations,  either  in  their  orighial 
form  or  with  some  slight  modification,  at  the  present  day.  The 
advance  has  been  made  from  a  simple  drawing  together  of  the 
raw  edges  of  the  tear  to  a  lengthening  and  strengthening  of  the 
perineum  by  continuing  the  old  perineum  forwards — either  by 
joinhig  denuded  surfaces  or  hy  flaps — therein'  narrowing  the 
vulvar  aperture,  all  du(^  attention  Ijeing  given  to  the  various 
fascial  and  muscular  layers. 

In  most,  if  not  in  all,  of  the  present-day  operations 
approximation  of  the  Ijorders  of  the  levator  aui  muscles  plays 
the  most  important  part.  Noble  of  Philadelphia  (1)  was  one 
of  the  first  to  advocate  this  addition  to  perineorrhaphy. 

The  simple  perineal  operation  which  I  wish  to  describe  is 
<jne  that  I  observed  used  as  a  routine  operation  in  the  cluiic  of 
Professor  Kelly  of  Baltimore.  The  operation  was  devised  by 
Gerry  R.  Holden,  while  resident  gynaecologist  in  Johns  Hopkins 
Hospital,  and  described  by  him  as  "  Perineorrhaphy  l)y  uniting 
the  borders  of  the  levator  aui  muscles."  (2) 

The  teclmique  of  the  operation  as  used  by  me  differs  slightly 
fi'(jm  that  used  in  America.  It  is  as  follows: — Tlu>  junction  of 
skin  and  mucous  membrane  is  picked  up  on  eacii  si^le  with  a 
t<)othed  forceps  lielow  the  lal)ia  minora  and  usually  at  a  point 
just  l)elow  the  remains  of  the  hymen.  An  incisi(tn  is  made 
round  tlie  curve  of  the  lower  part  of  the  vulvar  aperture  from 
forceps  t(j  forceps.  The  })osterior  wall  of  the  vagina  is  picked 
up  and  a  flap  dissected  up  for  about  an  inch — first  by  using  a 
knife  or  scissors  and  tlicn  thi-  \\u\{\k  finger.  Very  litlb'  bleed- 
ing is  caused  in  lifting  n[>  tliis  flap.  Into  each  corner  of  the 
raw  area,  just  behiiul  the  ischio-pubic  ramus,  a  small  Koclier 
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forceps  is  pushed  through  the  fascia,  opened,  and  a  hold  taken 
(if  the  levator  ani  muscle.  The  points  of  the  two  Kocher 
forceps  are  brought  together  in  tlie  middle  line,  so  bringing  the 
two  sides  of  the  levator  ani  together  and  narrowing  the  vulvar 
outlet.  The  forceps  bemg  held  in  position  with  the  left  hand, 
a  figure-of-eight  suture  of  strong  catgut  is  introduced  high  up  in 
the  left  corner  (patient's  left)  of  the  raw  area,  brought  out  half- 
inch  or  so  nearer  the  middle  line,  reintroduced  through  the 
levator  ani  muscle  of  the  right  side  near  the  median  line,  the 
needle  being  carried  deep  enough  to  include  the  deep  fascia  and 
any  cross  strands  of  levator  ani  which  might  be  remaining  in 
the  old  perineum.  The  same  stitch  is  brought  up  through  the 
le^-ator  ani  on  the  left  side  near  the  middle  line,  and  lastly, 
l)uried  deeply  and  Ijrought  out  in  the  right-hand  corner  of  the  raw 
area.  Such  a  suture  Ijrings  together  the  levator  ani  muscles, 
and  lifts  up  the  deeper  tissues.  This  stitch  is  tied.  One,  and 
sometimes  two,  interrupted  stitches  of  strong  catgut  are 
introduced  between  this  first  stitch  and  the  lower  part  of  the 
raw  area  towards  the  anus,  making  a  firm  perineal  l;)ody  and 
shutting  off  any  dead  space  between  the  edges  of  levator  ani 
muscle  drawn  to  the  middle  line  and  the  sphincter  ani. 

Should  a  large  rectocele  be  present,  the  flap  is  carried 
higher  up  to  enable  one  to  bring  the  separated  edges  of  the 
fascia  together  with  two  or  tliree  interrupted  stitches  of  strong 
catgut,  the  bulging  rectum  being  guarded  from  injury  and 
jiushed  down  out  of  the  way  hj  the  palpating  index  finger  of 
the  left  hand. 

A  stitch  of  medium  catgut  unites  the  under  surface  of  the 
l)ase  of  the  flap  to  the  fascial  covering  of  the  rectum.  Another 
stitch  of  medium  catgut  is  introduced  at  the  left  corner  of  the 
raw  area — which  is  now  much  reduced  in  size  —carried  through 
the  point  of  the  flap,  next  through  the  new  perineal  body,  and 
then  out  at  the  right  corner  and  tied.  By  these  last  two 
stitches  a  firm  covering  is  given  to  the  rectum,  and  mucosa  is 
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placed  to  form  a  new  fourchette.  A  sulicuticular  stitch  of  fine 
catgut  introduced  in  a  deep  and  superficial  layer  l)rings  the  skin 
surfaces  together. 

This  operation  was  performed  as  part  of' the  surgical  treat- 
ment in  tlic  following  five  cases  of  prolapsus  uteri: — 

Case  I. — Mrs  H.,  set.  27.  Married  three  years.  One  child 
two  years  ago.  The  patient  had  never  felt  well  since  her 
labour,  which  was  instrumental.  She  sufifered  first  from  pain 
in  the  hack,  and  at  the  sides  of  the  pelvis,  from  increased 
frequency  of  micturition,  and  then  from  sometliing  coming  down 
which  made  walking  uncomfortable.  She  had  worn  a  pessary 
without  relief.  On  examining  her  I  found  she  had  a  large 
movable  uterus,  with  lacerated  eroded  cervix  just  witldn  the 
vulvar  aperture,  and  a  deficient  perineum.  A  rectocele  was 
present.     The  appendages  appeared  to  be  healthy. 

The  treatment  consisted  of  curettage,  repair  of  the  cervix, 
suspension  of  the  uterus  by  a  modified  Alexander  Adams 
operation.  The  perineum  and  rectocele  were  treated  as 
descriljed. 

The  patient  made  an  excellent  recuvery.  After  getting 
about  for  a  week  or  two,  she  complained  of  some  jmin  in  the 
back.  As  the  uterus  was  still  in  good  position,  I  thought  tlie 
large  size  oi  that  organ  might  have  something  to  du  with  the 
pain.  I  introduced  a  Hodge  pessary,  to  give  greater  support  to 
the  pelvic  floor.  After  wearing  the  instrument  for  two  months, 
she  had  it  removed,  and  is  now  quite  well. 

Case  IT. — ]\Irs  S.,  xt.  30.  Married  ten  years.  Three 
cliildrcM.  Tlic:  first  two  laliours  were;  l»oth  difficult  and  instru- 
mental. The  tliird  was  easy.  When  she  got  u}>  after  her 
second  confinement,  seven  years  ago,  she  felt  something  coming 
down  in  the  vagina.  She  was  (ixamined  by  her  dot-tor,  who 
told  her  it  was  her  womb  that  had  falli'u  down.  She  was 
treated  with  pessaries,  without  relief.  She  then  had  an  opera- 
tion— three  and  a  lialf  years  ago — when  some  form  of  vaginal 
fixation    was   carrie'd    out.      This    provetl    unsuccessful.      Tlie 
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condition  of  prolapse  remained  as  before.  Since  a  short  time 
after  her  first  confinement  she  liad  suffered  from  increased 
frequency  of  micturition.  She  liad  never  had  pain  in  lier 
back. 

On  examination  tlie  perineum  was  found  to  be  deficient ; 
marked  reetoeele  was  present.  The  cervix  presented  at  the 
vulva,  and  was  split  on  both  sides.  The  uterus  was  fairly 
large ;  the  appendages  seemed  healthy. 

The  uterus  w^is  curetted,  and  the  cervix  repaired.  Sus- 
pension of  the  uterus  by  shortening  the  round  ligaments  was 
carried  out.  The  perineum  was  extended  forwards,  a  large 
flap  lieing  dissected  up  to  deal  with  the  reetoeele. 

Since  the  operation,  the  patient  has  been  very  well.  During 
her  convalescence,  for  the  first  few  days,  she  felt  a  want  in  the 
region  of  the  vagina  while  resting  in  bed.  This  feeling  passed 
off.  On  getting  up,  she  again  experienced  the  same  feeling  of 
emptiness  aliout  the  front  passage,  possibly  because  of  the  long- 
continued  existence  of  the  prolapse. 

Case  III. — Mrs  C,  set.  37.  Married  thirteen  years.  Three 
children  and  one  miscarriage  at  two  months.  The  first  and 
second  labours  were  instrumental.  There  was  most  difficulty 
with  the  second  birth,  which  was  a  cross  birth. 

Aljout  ten  years  ago  she  began  to  suffer  from  pains  in  her 
sides.  This  was  immediately  after  her  second  confinement. 
Then  her  womb  came  down.  During  the  earlier  months,  when 
pregnant  with  her  last  child,  seven  and  a  half  years  ago,  the 
falling-down  of  the  womb  troubled  her  most.  She  had  been 
treated  with  pessaries,  liut  the  condition  remained  much  the 
same  for  the  last  six  years.  Of  late  years  she  suffered  greatly 
from  frequency  of  micturition,  Ijut  even  before  her  marriage  she 
was  troubled  with  an  irritable  bladder. 

Examination  showed  the  perineum  to  he  deficient.  The 
cervix  projecting  through  the  vulvar  aperture  was  split  on  both 
sides,  and  the  posterior  lip  eroded,  A  reetoeele  was  present, 
but  no  cystocele.  The  uterus  was  not  large.  The  appendages 
appeared  to  be  healthy. 

The  operative  treatment  consisted  of  curettage,  repair  of  the 
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cervix,   suspension   of    the    uterus    by   shortening   the  round 
ligaments,  and  repair  of  the  perineum. 

During  her  convalescence  she  complained  of  a  gnawing, 
draggiuLr  ]>ain  in  the  anterior  abdominal  wall  above  the  region 
where  I  had  made  a  transverse  incision  to  expose  the  external 
rings,  bnt  she  is  now  free  from  pain,  and  well. 

Neither  oi  these  three  cases  presented  any  morlml  change 
in  the  menstrual  history,  nor  was  there  any  marked  cystocele 
present. 

The  next  two  cases  did  not  show  such  a  degree  of  prolapsus 
uteri.  The  operative  treatment  carried  out  was  for  pre^•ention 
rather  than  cure. 

Case  IV. — Mrs  J.,  set.  25,  married  three  years;  one  mis- 
carriage at  four  months ;  one  child  last  August,  wliich  only 
lived  one  and  a  half  ilays.     The  labour  was  instrumental. 

She  had  suffereid  from  pahi  in  the  back  since  her  miscarriage 
about  two  years  before.  After  the  confinement  she  had  pahi  in 
the  Itack  and  sides,  downbearing  in  cliaracter,  more  or  less 
constant  and  worse  at  her  periods.  Menstruation  was  regular, 
but  more  profuse  latterly.  She  was  troubled  with  increase<i 
frequency  of  micturition  after  the  labour,  witii  occasional  attacks 
of  ])ain  on  micturating. 

Tlie  pliysical  examination  showed  the  \'ul\ar  outlet  to  be 
relaxed,  the  perineum  deficient,  the  cer\ix  lacerated,  the  uterus 
in  good  position,  large,  and  descending  some  distance  into  the 
vagina  when  the  ])atient  strained  down.  The  cervix  was  readily 
]tulled  down  to  the  vulvar  ai)i'rtun\  The  right  ovary  was 
eidargfd. 

The  trcalnieiit  consisted  of  curettage,  repair  of  cervix  and 
])erineal  repair.  For  some  time  after  the  operation  she  felt 
very  well.  She  then  visited  me  and  complaine(l  that  she  iiad 
some  pain  in  her  back  with  one  of  her  periods.  Tins  I 
attriltutfd  to  (he  large  right  ovary  and  gave  her  a  course  of 
glycerine  i»lugs.  Her  jiain  is  now  very  slight — ''nothing  to 
what  it  used  to  be,"  she  remarki'd. 


'^ 
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Case  V. — Mrs  M'K.,  set,  37,  married  nine  years;  one  child 
seven  years  ago.  Two  miscarriages,  one  between  the  second 
and  third  months,  and  one  about  one  and  a  half  months.  This 
last  miscarriage  occurred  four  years  ago,  when  being  treated 
with  powders  for  influenza.  The  labour  was  tedious  and 
instrumental. 

The  patient  had  suffered  from  pain  in  the  back  and  left 
side  since  her  confinement.  This  pain  had  been  more  or  less 
constant  and  always  worse  for  a  day  or  two  before  her  periods 
and  for  the  first  day  of  menstruation.  The  frequency  of 
micturition  had  been  greatly  increased  since  her  labour.  The 
patient  described  the  condition  as  "awful,  with  no  rest  day 
or  night." 

Examination  showed  the  perineum  to  be  deficient.  A  slight 
rectocele  was  present.  The  cervix  was  lacerated  on  both  sides 
and  the  lips  eroded.  The  uterus,  which  was  of  normal  size 
and  in  good  position,  descended  some  distance  down  the  vagina 
when  the  patient  made  downward  pressure  by  straining.  The 
appendages  were  not  felt. 

The  uterus  was  curetted,  tlie  cervix  repaired,  and  the  vulvar 
a})erture  narrowed  by  repairing  the  perineum.  She  made  a 
good  recovery  and  now  feels  well. 

The  following  three  cases  in  which  perineorrhaphy  was 
performed  by  denuding  the  lower  part  of  the  posterior  vaginal 
wall,  drawing  together  the  edges  of  the  levator  ani  muscles 
after  deep  dissection,  and  extending  the  perineum  forw^ards  by 
means  of  flaps  taken  from  the  lal)ia  minora,  may  serve  for 
comparison. 

Mrs  C,  set.  29,  married  six  years;  three  children.  She 
complained  of  pain  in  the  back  and  increased  frequency  of 
micturition.  The  uterus  was  large ;  the  cervix  large,  lacerated, 
and  eroded  ;  the  perineum  deficient  and  rectocele  present.  I 
had  curetted  the  uterus  and  repaired  the  cervix  and  perineum. 
After  the  operation  she  complained  of  dispareunia,  even 
although  one  could  insert  two  fingers  with  ease  into  the  vagina. 
Stretching  of  the  parts  failed  to  relieve  her,  and  it  was  only 
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after  making  a  loiiLfitudinal  iiicisii)U  f<»v  aliout  1  in.  down  the 
centre  of  the  postinior  vaginal  wall,  separating  up  the  mucosa 
on  either  side,  packing  the  raw  area  and  allowing  it  to  granulate, 
that  siie  was  freed  frnm  pain  during  coitus. 

Mrs  K.,  set.  32,  wIkj  iiad  sufferetl  from  prolapse  followiiiif 
on  a  difficult  and  iiisirunieiital  labour,  had  had  her  uterus 
suspended  Ijy  me  \>y  shortening  tlie  round  ligaments,  and  the 
perineum  repaired  after  curettage  and  repair  of  the  cervix, 
complained  for  a  short  time  after  the  operation  of  Meeduig 
from  the  parts  after  coitus.  Tliere  was  no  pain  on  connection. 
The  Ideeding  was  from  small  lacerations  at  the  sides  of  the 
new  perinemn. 

Mrs  S.,  ?et.  35,  had  her  perineum  repaired  because  of  an 
extended  laceration  which  had  occurred  during  her  second 
laltour.  She  had  been  torn  slightly  at  her  first  confinement. 
I  attended  her  in  her  third  confinement,  some  time  after  the 
operation.  When  I  was  called  to  see  her  during  the  third 
stage  the  presenting  head  was  boring  its  way  through  the 
centre  of  the  perineum.  The  perineum  was  greatly  tliinned 
out,  and  was  only  saved  from  destruction  by  making  two  short 
lateral  incisif)ns,  wliicii  were  afterwards  stitched. 

In  I<utli  operations  a  strong  perineum  is  formed,  and  in 
both  the  perineum  is  extended  forwards,  narrowing  the  vaginal 
outlet.  The  axis  of  the  oullct  is  lifted  u})  out  of  the  ilirection 
in  which  the  intia-abd(jminal  pressure  is  transmitted  downward 
in  the  upper  part  of  the  vagina. 

In  the  operation  descril)ed  in  this  paper  a  vaginal  s])hinct(M' 
of  vctluntary  muscles  is  incorporated  in  the  perineal  body, 
making  a  vulvar  aperturt^  and  pcriiicuiii  which  can  I>e  easdy 
stretched  and  without  rigidity. 

The  cut  edges  of  skin  and  vaginal  mucosa  are  everywliere 
correctly  approximated.  By  stitching  the  ponit  of  the  flaj) 
raised  from  the  posterior  vai,dnal  wall  into  the  external  wound, 
there  is  no  direct  communication  between  the  va<^ina  and  the 
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external  wound,  as  occurs  when  a  raw  area  is  made  in  the 
posterior  vaginal  wall.  This  ought  to  be  an  aid  in  the  preven- 
tion of  sepsis  and  the  consequent  breaking  down  of  buried 
catgut  sutures. 

By  not  dissecting  the  levator  ani  muscles  free  from  their 
surrounding  fascia,  the  vaginal  plexus  of  veins  is  not  opened 
into  and  haemorrhage  during  or  after  the  operation  is  lessened. 

Ill  present-day  treatment  of  prolapsus,  vaginal  packs  or 
pessaries  are  used,  or  a  radical  operation  is  carried  out.  Packs 
and  pessaries  relieve  suffering,  but  are  only  palliative.  The 
operative  measures  vary  with  the  severity  of  the  case.  In  the 
majority  of  cases  of  prolapse  the  descensus  is  such,  and  its  per- 
sistence so  great,  that  a  series  of  operations  is  necessary  to  effect 
a  cure.  The  operations  indicated  are,  as  a  rule :  (a)  some  forin 
of  suspension  to  keep  the  uterus  in  position,  as  shortening  of 
the  round  ligaments  l)y  Alexander  Adams's  or  Gilliam's  method, 
fixation  to  the  anterior  abdomiiial  wall,  or  high  up  in  the 
vagina ;  (h)  repair  or  amputation  of  the  cervix,  thus  getting  rid 
<jf  a  wedge  which  may  push  lax  vaginal  walls  downwards  ;  (c) 
operations  to  narrow  the  vagina  and  keep  l»ack  intrudiiig 
l)ladder  or  rectum  by  tightening  the  flaccid  walls ;  (d)  a  repair 
to  build  up  and  narrow  the  vaginal  outlet. 

The  carrying-out  of  all  these  operations  is  a  long  and  tedious 
affair.  The  operation  for  cystocele  is  considered  by  some 
authorities  as  most  important,  Ijut  in  the  cases  recorded  there 
was  no  marked  cystocele. 

In  a  few  cases  more  severe  in  character,  where  complete 
procidentia  of  long  duration  is  present,  total  hysterectomy  may 
have  to  be  performed.  The  prolapsus  may  be  so  persistent  that 
in  some  cases  the  vaginal  outlet  has  had  to  be  closed. 

Tandler  and  Halban  (3)  advocate  the  exposing  of  the  edges  of 
the  levator  ani  from  the  vulva  to  the  coccyx,  and  lifting  flaps 
on  each  side  over  the  buttocks  to  expose  the  outer  edges  of  the 
levator  ani  and  the  inner  edges  of  the  gluteus  maximus,  stitch- 


108  A    .SIMPLE   PHlilN'EAL   OPEKATION, 

iiig  the  (i}»pijHing  edges  (jf  muscle  together,  and  thus  forming  a 
strong  perineum  and  efficient  supi)ort  to  the  pelvic  floor. 

I  tender  a  plea  for  the  early  treatment  of  cases  of  prolapsus 
or  for  its  prevention,  as  illustrated  by  Cases  IV.  and  V.  Such 
early  interference  would  obviate  the  need  for  the  major  opera- 
tions I  have  just  enumerated. 

The  re}»air  of  the  cervix  removes  the  wedge,  wliich,  under 
the  driving  force  of  the  intra-abdominal  pressure,  wnuld  tend 
to  push  one  or  both  vaguial  walls  towards  the  vulvar  aperture. 
The  vaginal  vault  is  tightened  and  sometimes  contracted. 

The  repair  of  the  perineum  narrows  the  vaginal  outlet,  lifts 
the  outlet  up  from  the  axis  in  which  downwai-il  pressure  is 
applied,  and  provides  a  firm  perineal  floor.  The  perineal  repair 
also  allows  of  successful  use  of  a  pessary,  for  unless  there  is  a 
more  or  less  well-formed  outlet  to  hold  it  in,  a  pessary  cannot 
l>e  used  satisfactorily. 

The  operation  is  comparatively  simple.  It  is  one  wliich 
might  be  used  with  advantage  by  the  general  practitioner  for 
repair  of  the  perineum  a  short  time  after  laliour,  and  would 
give  better  results  than  immediate  suture  uf  laceratinns.  It  is 
very  quickly  performed,  about  ten  minutes  being  the  time 
required.  Few  stitches  are  needed ;  as  a  rule,  four  or  five  are 
sufficient.  Buried  sutures  are  quite  satisfactory,  l)ut  if  the 
suture  malciial  or  the  nursing  could  not  l»e  relied  oii,  1  would 
advocate  the  use  of  silk-wnrm  gut  sutures  id  liring  together 
the  skin  surfaces. 

In  complete  tears,  extending  into  tlie  rectum,  this  niethoil 
can  still  be  carried  out  after  suturing  the  l)owel  and  uniting 
the  ends  of  the  spliincter  ani. 

I  have  not  yet  observed  \uj\\  the  vulvar  aperture  and 
jierbieum  formed  by  tliis  operation  act  during  labour,  but  from 
tiie  apparent  elasticity  of  the  ]»arts,  I  have  no  doubt  there 
Would  be  little  difficulty.  There  is  piactically  no  rigid  scar 
tissue  in  the  new  perineum. 


BY   Dli   JAMES    WM.    KEAY.  109 

Eeferences. 

1.  Noble. — Amcr.  Gyn.  and  Ohst.  Jour.,  April  1897. 

2.  Holden. — Avicr.  Jour.  Ohst.,  1905,  vol.  52,  No.  4,  p]).  497- 

503. 

3.  Tandlek  and  Halban. — Monatssdu-ift  fur  Gcbtivtshiilfe  und 

Gynakologie,   Band   XXXL,   Heft   1,  pp.    77-86.     Berlin. 
January  1910. 


Dr  Ranken  Lylc  said  this  operation  was  a  very  satisfactory 
one  in  certain  cases ;  for  example,  in  cases  of  very  marked 
I'ectocele  it  was  extremely  satisfactory,  and  also  in  cases  of 
complete  laceration  of  the  perineum.  He  did  not  think  Dr 
Keay  referred  to  complete  laceration.  He  thought  that  incom- 
plete laceration  of  the  perineum  did  not  cause  any  symptoms, 
and  did  not  predispose  to  prolapse ;  he  never  operated  for  it 
In  complete  laceration  he  performed  Lawson  Tait's  operation. 
He  did  not  see  how  it  could  have  any  great  effect  on  prolapse. 
Tliey  were  beginning  to  think  that  prolapse  was  part  of  a 
general  proctosis  of  the  organs  of  the  body,  due  to  a  neurasthenic 
condition. 

Dr  Haig  Ferguson  thought  the  operation  a  very  simple  one, 
and  good  for  relaxed  cases  rather  than  repairs,  where  he  pre- 
ferred some  modification  of  Lawson  Tait's  operation. 

Mr  E.  W.  Scott  Garmichael  remarked  that  if  the  perineum 
be  dissected  in  a  suljject  who  had  borne  children  and  in  one  who 
had  not,  a  remarkaljle  difference  was  noted  between  the  two  in 
the  condition  of  the  levator  ani  muscles.  In  the  multipara 
they  are  much  separated ;  in  the  nullipara,  close  to  each  other. 
The  operation  descril;)ed  \  )y  Dr  Keay  was  employed  greatly  in 
America;  he  had  l^een  struck  with  this.  Comparing  it  with 
perineal  prostatectomy  in  males,  it  was  to  be  noted  that  a  much 
better  perineum  was  produced  if  the  procedure  described  was 


110  A    SIMPLE   PERIXEAI.   OPEKATION. 

followed.  Indeed,  the  operulioii  was  an  ideal  one,  judged  from 
the  anatojiiical  standpoint. 

Dr  Laclcie,  in  conveying  the  thanks  of  the  Society  to  Dr 
Keay,  remarked  that  he  liad  succeeded  very  well  in  describing 
the  (operation  of  repairing  the  })eriueum,  which  was  a  tiling  he 
had  never  lieard  well  done  bef(jre  The  ordinary  operation  was 
e^sy  to  do,  hut  difficult  to  describe. 

Dr  Keay  replied. 


EXHIBITION   OF   SPECIMENS.  Ill 

Meeting  V.— March  10,  1910. 
Dr  F.  W.  X.  Haultain,  President,  in  the  Chair. 

I.  The  following  gentleman  was  elected  an  Ordinary  Fellow 
of  the  Society  : — M.  Howard  Jones,  L.E.C.P.&S.E.,  4  Leven 
Terrace,  Edinburgh. 

II.  The  President  showed — lakge  tumour  of  labium  majus 
removed  from  a  woman,  set.  47,  who  had  had  a  tumour  for  ten 
years,  and  had  watched  it  grow  till  eventually  it  ulcerated  and 
gave  rise  to  so  much  discomfort  and  pain,  that  she  was 
th'iven  to  seek  medical  advice  regarding  it.  The  tumour  was 
multi-nodular,  and  was  removed  with  remarkable  ease  from  the 
labium  majus.  The  microscopical  appearances  were  interest- 
ing. A  large  part  of  the  tumour  seemed  to  be  entirely  com- 
posed of  fat ;  other  nodules  were  fibro-cellular  in  character ; 
some  of  it  had  undergone  fatty  degeneration,  all  later  became 
infected  and  inflamed.  The  precise  nature  of  the  tumour  was 
not  certain,  it  seemed  somewhat  allied  to  an  elephantiasis  of 
the  labium  majus,  but  part  of  it  appeared  to  be  lipoma;  the 
probability  was  that  it  was  entirely  a  lipoma.  Dr  Haultain 
had  not  seen  any  reference  to  a  similar  tumour  anywhere,  and 
the  condition  was  evidently  one  of  very  considerable  rarity. 

III.  Dr  N.  T.  BrevAs  showed — («)  Tristan's  modification 
OF  ASSiLiNi's  foeceps.  Dr  Brewis  read  a  letter  from  Mr  Eichard 
Tristan  saying  he  had  found  Assilini's  forceps,  with  the  altera- 
tion in  the  handle  which  he  himself  had  made,  an  ideal  forceps ; 
he  claimed  that  they  were  easily  applied,  and  he  had  himself 
used  them  for  twenty-three  years. 

(&)  Calculus  kemoved  feom  bladder  of  patient  who  was 

OPERATED  ON  FOE  PYOSALPINX  SIXTEEN  YEAES  AGO.     The  interest 

of  the  case  was  that  the  nucleus  was  a  silk  stitch.    The  patient 
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recovered  from  tlio  operation  sixteen  years  previously,  and 
remained  quite  well  till  a  year  or  two  ago,  when  she  complained 
of  weakness  and  heaviness;  tliese  symptoms  suddenly  dis- 
appeared and  pain  in  the  bladder  was  then  felt. 

(r)  Torsion  of  fallopian  tube. 

(d)  Double  pyosalpinx.  The  history  was  interesting — on 
the  right  side  tliere  was  a  dilated  tube  filled  with  pus  and 
adherent  to  the  ovary;  on  the  left  side  the  tube  contained  pus 
also,  but  it  was  open  at  the  uterine  end.  The  symptoms  had 
only  lasted  a  fortnight,  but  had  been  very  severe ;  consisting  of 
pain  in  the  right  side,  with  sickness  and  symptoms  resembling 
appendicitis,  so  that  indeed  the  patient's  doctor  had  diagnosed 
appendicitis.  The  symptoms  were  all  right  sided  ;  on  the  left 
side  there  was  no  pain  or  tenderness  whatever.  In  the  ovary 
there  was  a  large  abscess. 


IV.  THE  IMPORTANCE  OF  REMOVING  THE  UTERUS  IN 
CERTAIN  DISEASED  CONDITIONS  OF  THE  ADNEXA. 

By  J.  M.  MuNRO  Kerr,  M.D.  Gynt\;cological  Surgeon,  Western 
Infirmary,  Glasgow ;  Obstetric  Surgeon,  Glasgow  Maternity  and 
Women's  Hospital. 

All  gynsecologists  of  ex^^erienco,  and  especially  those  of 
obstetric  experience,  appreciate  fully  the  necessity  of  conserva- 
tive surgery  in  dealing  with  diseased  conditions  of  the  uterus 
and  adnexa.  For  example,  we  perform  myomectomy  rather 
than  hysterectomy,  and  resection  of  the  ovary  and  tube  rather 
than  removal  of  these  organs  in  women  who  have  not  passed 
the  reproductive  age.  All  of  us,  I  feel  sure,  can  give  examples 
of  pregnancies  occurring  and  continuing  to  term  after  such 
operations.  Only  the  otlier  day  a  doctor  informed  me  that  a 
])atient,  whom  I  had  operated  upon  two  and  a  lialf  years  ago, 
and   where  I  was   only  able   to  save  one  tube  and  a  small 
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portion  of  one  ovary,  had  given  birth  recently  to  a  full-time 
healthy  child. 

Appreciating  so  fully  tlie  importance  of  conservative  treat- 
ment of  the  organs  we  have  to  deal  with,  I  think  we  occasion- 
ally fall  into  the  mistake  of  not  being  radical  enough  in  our 
operative  procedures  in  cases  of  extreme  disease,  where  it  is 
obvious  that  nothing  can  be  done  by  conservative  measures. 
"We  are  especially  inclined,  I  think,  to  leave  the  uterus  behind 
in  certain  ovarian,  and  grave  tubal  conditions,  when  we  would 
obtain  much  better  results,  both  immediate  and  remote,  if  we 
removed  the  uterus  along  with  the  diseased  adnexa. 

As  far  as  one  can  judge  at  present,  the  recent  researches 
of  Carmichael,  contributed  to  this  Society,  go  to  support  this. 
The  uterus  is  merely  a  bag  for  retaining  the  impregnated  ovum  ; 
it  contributes  no  internal  secretion. 

To-night  I  wish  to  direct  your  attention  to  two  diseases  of 
the  adnexa,  in  which  I  believe  it  to  be  of  the  very  greatest 
importance  that  the  uterus  should  be  removed  along  with  the 
appendages.  The  two  diseases  I  wish  to  refer  to  are  malignant 
disease  of  the  ovary  and  pronounced  pyosalpinx. 

Malignant  Disease  of  the  Ovary. 

The  frequency  of  malignant  disease  in  ovarian  tumours  is 
variously  stated,  but  it  would  appear  to  be  found  in  about 
15  per  cent,  to  20  per  cent,  of  all  cases  operated  upon.  In  my 
own  experience  it  has  not  been  quite  so  high  as  this. 

Within  the  last  year  or  two  it  has  become  my  custom  in  all 
doubtful  malignant  tumours,  and  in  all  double  ovarian  tumours, 
to  remove  the  entire  uterus  along  with  these  growths.  My 
reasons  for  adopting  this  radical  treatment  are  twofold.  First 
of  all  the  experience  of  other  operators  that  more  satisfactory 
results  are  obtained  with  such  procedure,  but  particularly  my 
own  personal  experience  in  a  few  cases,  which  I  shall  now 
very  briefly  refer  to. 

H 
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Two  and  a  half  years  ago  a  patient  with  an  ovaritin  tumour 
was  sent  tn  me,  and  I  opened  the  abdomen  and  removed  the 
growth.  Tlie  report  from  the  Pathological  Institute  of  the 
Western  Infirmary  was  to  the  effect  that  the  tumour  was  a 
sarcoma.  About  a  year  later  I  had  to  remove  the  uterus  for 
malignant  disease — at  the  time  of  the  first  operation  the  uterus 
and  other  ovary  appeared  perfectly  normal. 

Another  case  was  one  in  which  1  saw  a  patient  who  had 
been  operated  upon  for  ovariotomy,  and  who  presented  features 
of  malignant  disease  of  the  uterus  and  surrounding  parts  nine 
months  later ;  at  the  time  of  the  first  operation  the  surgeon  had 
not  deemed  the  condition  malignant. 

Twice  I  have  seen  a  co-existing  adeno-carcinoma  of  thi> 
uterus,  and  carcinoma  of  the  ovary.  I  show  you  here  the 
coloured  drawing  of  the  second  case,  and  you  will  observe  at  a 
glance  that  I  could  easily  have  removed  the  malignant  growth 
of  the  one  ovary  and  left  behind  the  other  healthy  ovary  with 
the  uterus  apparently  healthy.  Such  a  proceeding  in  this  case 
would  have  been  most  unfortunate,  for  the  malignant  growth 
in  the  uterus  would  probably  have  l)een  allowed  to  continue 
fur  some  time  before  a  second  operation  was  thought  of. 

The  real  practical  difficulty  is  in  deciding  in  many  cases 
when  the  growth  of  the  ovary  is  malignant. 

About  six  weeks  ago  I  operated  upon  a  lady  for  an  ovarian 
tumour.  It  was  connected  with  the  left  ovary,  and  was  burrow- 
ing down  into  the  cellular  tissue  about  the  rectum  :  the  other 
ovary  was  also  diseased,  and  so  I  removed  both  ovaries  and  the 
entire  uterus.  I  hardly  thought  the  uvarian  growth  was 
malignant,  but  I  had  the  specimen  very  carefully  examined. 
I  was  greatly  surprised  to  get  the  report  from  Dr  Teacher  that 
a  small  portion  of  the  growth  showed  evidence  of  early  malig- 
nancy. My  practice,  therefore,  in  dealing  with  ovarian  growths 
is  that  I  remove  both  ovaries  and  the  uterus  in  all  growth.s 
that  look  malignant  or  suspiciuusly  malignant,  and  I  remove 
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the  entire  uterus  and  ovaries  in  all  bilateral  ovarian  growths 
where  the  ovaries  are  hopelessly  destroyed. 

Pyosalpinx. 

The  other  condition  to  which  I  wish  specially  to  refer  to- 
night is  pyosalpinx.  The  cases  of  this  group,  however,  I  intend 
dealing  with  are  only  those  cases  of  extreme  salpingitis.  I  will 
not  refer  at  all  to  the  milder  cases  of  salpingo-ovaritis,  in  which 
portions  of  the  ovaries  and  tubes  can  often  be  conserved,  and 
where  the  operation  is  of  no  great  difficulty. 

In  common  with  most  gynaecological  surgeons,  it  used  to  be 
my  custom  to  remove  the  pus  tubes  and  leave  the  uterus 
behind  after  stitching  the  fundus  in  many  cases  to  the 
abdominal  wall.  Frequently  I  found  it  extremely  difficult  to 
remove  the  tubes,  and  I  often  ruptured  them  during  the 
operation.  My  results  were  moderately  satisfactory,  for  I  had 
a  mortality  of  about  10  per  cent.  What  disappointed  me,  how- 
ever, was  that  in  not  a  few  cases  the  patients  continued  to  have 
a  certain  degree  of  abdominal  uneasiness,  and  in  one  or  two 
cases  so  great  was  this  that  I  was  compelled  later  to  remove  the 
uterus.  It  was  chiefly  for  this  reason  that  I  abandoned  this 
method  of  dealing  with  the  condition. 

During  the  last  two  and  a  half  years  I  have  in  all  cases 
removed  the  uterus  along  with  the  distended  tubes ;  my  results 
from  such  a  procedure  have  been  infinitely  more  satisfactory 
than  formerly.  Neither  in  my  private  nor  in  my  hospital  cases 
have  I  had  a  single  death,  and  that  in  spite  of  the  fact  that  I 
have  had  to  repair  tears  in  the  bowel  more  than  once,  and  on 
three  occasions  have  been  compelled  to  resect  large  portions  of 
the  gut.  In  carrying  out  the  operation  I  have  only  twice 
ruptured  the  sac.  I  am  quite  prepared  to  admit  that  ruptur- 
ing a  pyosalpinx  during  operation  is  frequently  attended  with 
no  ill  effects,  for  in  many  cases  the  pus  is  sterile  or  the  indi- 
vidual has  become  immune  to  the  particular  organisms  present ; 
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still  in  a  few  cases  pus  tubes  contain  most  virulent  organisms 
and  these  in  a  very  active  state ;  more  particularly  is  this  seen 
in  cases  where  the  salpingitis  has  followed  a  comparatively 
recent  parturition.  About  a  year  ago  I  removed  with  extreme 
difficulty  the  uterus  and  pus  tubes  in  a  case  of  pyosalpinx, 
which  resulted  from  an  infection  after  an  abortion.  The  patient 
was  lying  in  my  ward  in  the  Maternity  Hospital  for  several 
weeks ;  occasionally  she  was  a  little  better,  and  the  febrile 
disturbances  subsided,  but  for  the  greater  part  of  the  time  she 
had  a  temperature  of  100°  to  101",  running  up  sometimes  to 
102°  and  103'.  I  removed  these  tubes  and  uterus  without 
spilling  any  pus,  and  I  was  well  pleased  that  I  had  succeeded 
in  doing  so,  for  the  pus  gave  a  mixed  culture  of  streptococcus 
and  B.  coli.  In  connection  with  the  spilling  of  pus, 
although  it  is  very  generally  not  of  very  serious  moment  as 
regards  causing  a  general  peritonitis,  it  is  very  apt  to  lead  to 
the  infection  of  the  fresh  abdominal  wound,  and  we  all  know 
how  important  it  is  that  the  abdominal  wound  should  heal 
without  the  slightest  suppuration.  In  dealing  with  pyosalpinx 
my  practice  is  as  follows : — I  make  an  extensive  longitudinal 
incision,  in  such  cases  it  is  a  great  mistake  to  have  one's 
incision  too  small.  I  then  carefully  pack  off  the  intestines  as 
far  as  I  can  with  rolls  of  sterilised  gauze ;  I  then  surround  the 
wound  completely  with  gauze,  and  place  a  Doyen's  retractor  at 
the  lower  part  and  self-retaining  lateral  retractors  at  the  upper 
])art.  My  whole  field  of  operation,  then,  and  the  abdominal 
wound,  are  completely  protected  with  gauze.  I  then  carefully 
(ixamine  the  condition  of  the  uterus  and  tubes,  and  the  relation- 
ship of  the  intestinal  adhesions  to  these  parts.  Havmg  done 
so,  I  seize  the  uterus  with  a  volsellum  forceps  so  as  to  steady 
that  organ.  I  next  make  up  my  mind  which  tube  can  be  most 
easily  dealt  with,  for  in  most  of  the  cases  I  have  found  it  best 
to  go  down  the  easy  side  and  cut  across  the  cervix,  and 
approach  the  larger  pus  sac  from  below.     In  a  few  cases  I  have 
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found  it  possible  to  separate  each  side,  and  clamp  off  the  broad 
ligament  and  remove  the  uterus,  just  as  one  does  in  an  ordinary 
hysterectomy  for  fibroids,  but  that  has  been  the  exception. 
I  have  only  twice  bisected  the  uterus,  and  I  am  always  loth 
to  do  this  because  it  also  is  infected.  Where  there  are  exten- 
sive adhesions,  and  in  almost  all  my  cases  these  have  been 
present,  I  sponge  off  the  intestine  with  gauze.  Usually  the 
intestines  come  off  easily  from  the  posterior  wall  of  the  uterus, 
but  very  frequently  indeed  the  tubes  are  extremely  intimately 
blended  with  the  bowel. 

The  separation  of  the  bowel  from  the  pyosalpinx  is  often  a 
matter  of  the  greatest  difficulty.  As  I  have  already  indicated, 
however,  one  side  is  usually  easy  of  approach.  Once  or  twice 
I  have  pushed  down  the  bladder  and  cut  across,  the  cervix 
before  attempting  to  separate  the  tubes;  by  that  means,  and 
by  dividing  the  upper  margin  of  the  broad  ligament,  one  is  able 
to  approach  the  sac  from  all  sides,  and  that  is  a  great  advan- 
tage. It  is  very  comparable  to  the  homely  operation  of 
separating  a  postage  stamp  from  an  envelope  without  tearing 
the  stamp.  One  can  often  do  this  if  one  can  get  round  the 
edges  of  the  stamp,  while  if  one  attacks  it  from  below  or  above 
it  simply  tears  across. 

In  dealing  with  pyosalpinx  in  this  manner,  great  care  must 
be  taken  after  dividing  the  cervix  and  working  up  from  below 
that  the  ureter  is  not  injured.  I  have  once  or  twice  had  to 
dissect  off  the  ureter  from  the  sac ;  but  undoubtedly  the  greatest 
difficulty  is  with  the  intestines,  and  several  times  I  have  injured 
them,  sometimes  so  badly  that  I  had  to  resect  the  gut.  If  one 
can  satisfy  oneself  that  there  is  only  one  loop  of  the  bowel 
involved  in  the  adhesions,  it  is  almost  better,  if  the  adhesions 
are  extremely  intimate,  to  clamp  off  the  loop  of  bowel  and 
remove  the  adherent  piece  of  bowel  along  with  the  uterus, 
tubes,  and  ovaries ;  but  that  is  often  not  possible,  and  so  one 
must  generally  plod  on  with  patience  and  separate  off  the  bowel 
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as  carefully  as  possible,  attacking  it  from  all  sides,  sometimes 
from  below,  sometimes  from  the  side,  and  sometimes  from  above. 
After  the  uterus  and  tubes  have  been  removed,  the  bowel 
involved  in  the  adhesions  should  be  carefully  examined,  and 
if  there  is  any  tear  in  the  lumen  of  the  gut,  that  should  be 
repaired  in  the  ordinary  way. 

Here  is  a  recent  grave  case  of  pyosalpinx  upon  which 
I  operated : — 

Mrs  M.,  aged  28,  was  admitted  to  my  ward  in  the  Western 
Infirmary  on  19th  January  on  account  of  severe  haemorrhage 
and  abdominal  pain.  These  symptoms  had  been  present  for  five 
months.  Prior  to  that  time  her  menstruation  was  fairly  regular, 
although  she  had  suffered  from  pre-menstrual  pain  for  many 
years.  She  had  no  family.  Shortly  after  her  marriage  she  had 
a  severe  cystitis. 

Upon  bimanual  examination  the  enlarged  uterus  was  found 
retroverted  and  adherent  to  two  elastic  swellings,  which  could 
1)0  defined  behind  and  to  the  side  of  the  uterus.  Tiie  condition 
was  diagnosed  as  double  pyosalpinx. 

Upon  31st  January  I  opened  the  abdomen  and  found 
omentum,  bowel,  tubes,  ovaries,  and  uterus  all  matted  together 
in  the  lower  part  of  the  abdomen  and  pelvis.  Having  tied  off 
a  piece  of  omentum,  and  separated  some  of  tlie  bowel  adherent 
to  the  uterus  and  left  appendages,  I  was  alile  to  get  down  the 
left  side  of  the  uterus  and  lie  off  its  attachments.  I  then  cut 
across  the  cervix,  and  working  up  from  below  and  from  above 
separated  the  right  appendages  without  liursting  the  pyosalpin.x. 
Having  tied  off  the  uterine  and  ovarian  vessels,  I  removed  the 
uterus  and  botli  tul>es.  I  then  found  that  tlie  appendix  was 
involved  in  the  inflammatory  process,  and  so  removed  it.  I  now- 
examined  very  carefully  the  sei)aratod  bowel,  whicli  I  found  to 
be  intact.  Finding,  however,  that  the  whole  of  the  coecum  was 
much  damaged,  I  was  afraid  to  leave  it,  and  so  I  divided  the 
small  intestine  just  outside  the  ilio-ccecal  valve,  and  closed  both 
ends  of  the  gut  by  a  purse-string  and  Lembert  suture.  T  then 
performed  a  lateral  anastomosis  between  the   ileum   and    the 
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upper  part  of  the  ascending  colon.  I  then  divided  the  colon 
and  removed  the  coecura  and  small  portion  of  ascending  colon. 
I  finally  inserted  a  cigarette  drain,  bringing  the  end  out  through 
the  vagina.  I  also  packed  the  lower  abdominal  and  pelvic  cavity 
with  iodoform  gauze. 

The  patient  was  naturally  extremely  collapsed  after  the 
operation.  She  soon  rallied,  however,  with  continuous  saline 
rectal  infusion.  About  ten  days  after  the  operation  faeces  began 
to  come  by  the  vagina  in  considerable  amount,  but  I  felt  sure 
this  was  simply  from  a  fistula  in  the  rectum  along  the  track 
of  my  rubber  drain.  This  proved  to  be  correct,  as  there  is  now 
no  faeces  coming  by  the  vagina,  and  the  bow^els  are  moving 
satisfactorily  with  the  aid  of  mild  purgatives. 

Xow  I  feel  that  if  I  had  "  chanced  it "  in  this  case  and 
left  the  badly  damaged  loop  of  bowel,  the  result  would  almost 
certainly  have  been  unsatisfactory. 

It  is  of  the  greatest  importance  that  the  injured  bowel 
should  be  dealt  with  in  a  thoroughly  surgical  manner.  It 
is  folly  to  leave  a  very  much  damaged  loop  of  bowel.  But 
besides  removing  the  uterus,  ovaries,  and  tubes,  the  appendix 
should  also  be  dealt  with.  In  the  cases  that  I  have  had  I 
have  found  the  appendix  involved  on  many  occasions,  and 
I  have  removed  the  appendix  many  times.  This  part  of  the 
operation  is  usually  not  very  difficult,  as  in  most  of  the  cases 
the  appendix  is  only  secondarily  involved  and  can  be  separated 
from  the  adhesions.  I  need  not  of  course  say  that  occasionally 
the  removal  of  the  appendix  is  a  matter  of  extreme  difincuity. 

Having  removed  the  inflamed  mass  of  uterus  and  tuoes 
and  the  appendix,  and  having  repaired  or  resected  the  bowel 
if  it  is  very  extensively  damaged,  the  abdomen  is  closed. 
Upon  a  few  occasions  I  have  drained  through  the  vagina,  and 
always  by  means  of  a  rubber  tube  surrounded  by  gauze.  I 
would  not,  however,  be  dogmatic  on  this  point;  I  have 
sometimes    been    a    little   doubtful   about   the   advantage   of 


120        THE    IMPORTANCE    OF    liEMrA'ING   THE    UTEKUS,    ETC., 

draining  in  such  cases.  All  the  vessels  are  tied  with  catgut, 
the  abdominal  wound  is  stitched  in  layers  with  catgut  and 
silkworm  gut.  Naturally  the  operation  is  one  of  considerable 
lono-th.  Ill  the  last  case  I  referred  to,  where  in  addition  to 
removing  the  uterus  and  pus  tubes  I  removed  the  appendix 
and  re.sected  the  bowel,  the  operation  lasted  two  and  a  quarter 
hours.  In  such  cases  the  patients  as  a  rule  suffer  from 
considerable  shock ;  but  the  degree  of  shock  depends  not 
altogether  upon  the  duration  of  the  operation,  but  is  influenced 
very  largely  indeed  by  the  manner  in  which  the  antesthetic 
is  administered.  The  ideal  anaesthetist,  who  keeps  his  patient 
under  with  a  minimum  of  ether  or  chloroform,  is  an  absolutely 
invaluable  assistant  to  the  surgeon.  Putting  aside  the 
surgeon's  skill  and  dexterity,  and  the  ideal  anaesthetist  referred 
to,  the  next  most  valuable  aid  to  the  recovery  of  the  patient 
in  these  extensive  operations  is  a  nurse  who  can  superintend 
the  administration  of  the  continuous  saline.  I  am  convinced 
of  the  great  benefit  of  continuous  saline  rectal  infusion  after 
these  difficult  and  prolonged  operations.  If  all  these  pre- 
cautions are  carried  out,  if  the  uterus  and  tubes  are  removed 
without  spilling  any  pus,  if  the  injured  gut  is  carefully 
resected  when  it  has  been  seriously  damaged,  if  the  anaesthesia 
has  been  ideal,  and  if  continuous  saline  infusion  is  employed, 
tlie  mortality  from  these  most  difficult  operations  should  be 
very  low  indeed. 

I  am  very  glad  to  be  able  to  report  that  neither  I  nor 
my  assistant,  Dr  Dickie,  have  lost  any  case  treated  as  I 
have  described  during  the  last  two  and  a  half  years,  and  I 
feel  convinced  that  by  no  other  means  than  I  have  indicated 
could  such  results  have  been  attained.  I  am  well  aware 
that  a  few  gynaecological  surgeons,  for  example,  "Wilson  of 
Birmingham,  have  advocated  a  similar  line  of  treatment.  This 
paper  is  brought  forward  in  suj)])ort  of  the  treatment,  and  I 
trust  it  will  become  more  commonly  practised. 
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Frof.  Sir  HaUiday  Croom  thanked  Dr  Munro  Kerr  for  his 
most  interesting  paper.  He  entirely  agreed  with  the  ideas 
expressed,  and  had  therefore  no  criticism  to  offer.  He  con- 
gratulated him  on  his  dexterous  surgery  in  the  cases  reported. 

Br  Barhonr  said  they  were  much  indebted  to  Dr  Kerr, 
and  he  would  first  of  all  like  to  congratulate  him  on  the 
beautiful  drawings  he  had  shown  them.  He  agreed  with 
Sir  Halliday  Croom.  What  ho  would  like  to  know  was  how 
far  Dr  Kerr,  from  his  large  experience,  had  applied  his 
principles.  How  often  had  he  found  malignant  disease  of 
the  uterus  associated  with  disease  of  the  ovary  ?  He  thought 
it  must  be  rare.  Would  he,  for  example,  remove  the  uterus 
in  a  case  of  ovarian  papilloma  ?  The  infection  in  such  cases 
is  generally  in  the  peritoneum.  As  regards  pyosalpinx,  was 
the  indication  for  the  removal  of  the  uterus  the  risk  to  life 
from  the  infected  uterus,  because  it  might  be  a  source  of 
danger  to  other  parts;  or  was  it  a  question  of  discomfort 
to  the  patient?  When  there  was  a  large  double  pyosalpinx,  he 
thought  the  uterus  ought  to  come  out.  It  was  certainly  often 
more  convenient,  or  even  necessary,  to  remove  the  uterus,  so 
as  to  get  the  tubes  properly  away.  But,  on  the  other  hand, 
he  rather  hesitated  to  remove  the  uterus  in  cases  of  pyosalpinx, 
for  fear  of  infecting  the  patient  through  the  large,  raw  surface 
which  is  made. 

Dr  Breivis  said  the  final  results  were  better  when  the 
uterus  was  removed.  In  malignant  disease  confined  to  one 
ovary  recurrence  might  not  occur  after  its  removal ;  but  as  a 
matter  of  principle  it  was  better  to  remove  the  other  ovary 
and  uterus,  because  metastatic  deposit  did  sometimes  occur  in 
tlie  endometrium.  In  bilateral  ovarian  carcinoma  the  prognosis 
was  very  bad  even  after  the  removal  of  both  sides,  because  the 
disease  was  often  metastatic  from  the  intestine  or  stomach. 
The  removal  of  the  uterus  was  not  so  essential  in  pyosalpinx 
cases,  except  as  a  matter  of  better  technique.     As  most  cases 
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were  gonococcal  and  usually  sterile,  the  entire  removal  of  the 
tubes  was  sufficient ;  but  in  tubercular  cases  the  endometrium 
was  Hal  lie  to  be  infected,  and  removal  of  the  uterus  was 
called  for. 

Dr  Fordycc  said  that  for  some  time  he  had  recojxnised 
that  by  cutting  down  to  one  side  where  there  was  a  pyosalpinx 
and  dissecting  up  from  below,  one  could  frequently  avoid 
rupture  of  the  tube.  As  regards  the  resecting  of  the  bowel, 
his  experience  did  not  coincide  with  Dr  Kerr's;  his  feeling 
was  that  so  long  as  one  did  not  open  into  the  lumen  the 
bowel  had  a  wonderful  power  of  recuperation.  He  would 
hesitate  to  remove  a  damaged  segment.  Where  a  larue  raw 
surface  would  otherwise  be  left,  and  where  pus  had  not 
escaped,  he  would  be  inclined  to  remove  the  uterus  in  all 
cases ;  he  would  hesitate  in  cases  of  pyosalpinx  with  rupture. 
He  thought  that  the  indications  for  removal  of  the  uterus 
were  more  marked  in  cases  of  pyosalpinx  than  in  malignant 
disease.  He  could  not  exactly  see  how  in  a  case  of  malignant 
disease  of  one  ovary  the  uterus  should  necessarily  be  removed ; 
there  were  other  structures  nearer  the  ovary,  and  it  was  just 
as  necessary  to  remove  these  as  the  uterus  in  such  cases. 

Mr  Scott  Carmirhael  said  that  a  ^reat  deal  had  been  written 
on  this  subject  lately,  and  many  writers  attributed  to  the 
uterus  certain  physiological  functions;  but  he  was  satisfied  that 
the  uterus  without  the  ovaries  had  practically  no  physiological 
value  whatever.  There  was  no  reason  why  one  should  not 
remove  the  uterus  along  with  the  ovaries.  In  connection 
witli  the  resection  of  tiie  bowel  and  separation  of  adhesions, 
he  had  had  occasion  to  operate  on  a  patient  willi  a  single 
right-sided  jtyosalpinx  with  marked  adhesions ;  at  the  time 
of  the  operation  he  felt  that  if  he  could  have  cut  down  on 
the  left  (healthy)  side  and  remove<l  the  uterus  it  would  have 
been  veiy  much  easier;  the  patient  was  only  23  and  he 
did   not.     He   thought  it  was  a  common  surgical   experience 
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that  it  was  better  to  resect  a  piece  of  bowel  which  was  adherent 
than  to  leave  it  with  a  raw  surface;  firstly,  if  not  paralysed 
at  the  time  it  would  certainly  become  so  later,  and,  secondly, 
it  was  always  difficult  to  cover  a  raw  surface  on  the  bowel ; 
he  thought  therefore  the  question  of  resection  of  the  bowel 
was  a  very  important  one  where  there  were  no  extensive 
adhesions.  Dr  Kerr  had  referred  to  the  continuous  saline 
injection  treatment;  there  was  no  doubt  that  this  treatment 
was  of  the  greatest  advantage  in  all  severe  operations — the 
method  •  of  sitting  the  patient  up  and  giving  the  continuous 
saline  injections  per  rectum  was  very  valuable.  In  the 
particular  case  he  had  referred  to,  he  thought  the  patient 
owed  her  life  to  the  continuous  saline  injections. 

The  President  said  he  would  like  to  congratulate  Dr  Kerr 
on  his  extremely  interesting  paper;  he  had  brought  forward 
points  of  great  interest,  as  had  been  shown  by  the  discussion. 
It  seemed  to  him  that  the  members  had  been  speaking  against 
time,  and  as  Dr  Kerr  had  to  catch  a  train  and  there  was  now 
no  time  for  him  to  speak  at  all,  he  would  defer  any  remarks 
he  had  to  make  to  another  occasion. 

Dr  Munro  Kerr  in  reply  thanked  the  members  for  the 
kind  way  in  which  they  had  received  his  paper.  As  regards 
the  drawings,  they  had  l^een  done  by  an  excellent  artist,  a 
Mr  Maxwell,  whom  he  had  discovered;  he  agreed  that  they 
were  wonderfully  fine  works  of  art.  As  regards  the  questions 
raised,  he  was  glad  so  many  members  were  agreed  that  this 
was  the  treatment  which  ought  to  be  carried  (jut  in  many 
of  the  cases.  Dr  Barbour  inquired  how  often  did  malignant 
disease  of  the  ovary  co-exist  with  malignant  disease  of  the 
uterus?  It  did  not,  of  course,  co-exist  to  any  appreciable 
extent.  He  had  been  rather  hurried  with  his  paper,  and  had 
not  had  time  to  look  up  the  literature.  They  had  better 
results  in  malignant  disease  of  the  ovaries  by  removal  of  the 
uterus.     The   number   of   recurrences  seemed  to  be  less.     At 
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the  present  time,  in  dealing  with  malignant  disease  it  was 
thoup;ht  right  to  remove  as  extensively  as  possible;  that 
might  ur  might  not  be  right.  As  regards  the  opening  up 
of  the  broad  ligament,  that  was  more  especially  in  acute  cases 
of  rupture  of  a  pyosalpinx ;  when  one  had  a  ruptured  pyo- 
salpinx,  the  sooner  one  got  it  out  of  the  abdomen  the  better. 
Both  of  his  acute  cases  had  died.  He  was  much  interested 
in  what  Dr  Fordyce  said  about  his  case — that  he  had  found 
it  necessary  finally  to  remove  the  uterus.  A  uterus  which 
is  left  behind  was  absolutely  useless,  and  was  a  .source  of 
annoyance  to  the  woman.  He  was  also  interested  to  hear 
what  ]\[r  Scott  Carmichael  said  about  resecting  the  gut. 
Surgeons  always  said  gynaecologists  knew  nothing  about  gut 
and  could  not  deal  with  gut;  they  must  deal  with  gut,  and 
surgeons  must  realise  that  they  could  deal  with  it ;  they  must 
resect  gut  whenever  it  was  damaged;  he  was  sorry  to  hear  his 
friend  Dr  Fordyce  advocate  leaving  this  to  nature. 


V.  TWO  CASES  OF  UTERUS  BICORNIS. 

By  B.  P.  Watson,  M.D.,  F.E.C.S.E.,  Clinical  Tutor  in  Gynsecology, 
Edinburgh  University  ;  Gynaecologist  to  the  Cowgate  Dispensary. 

MALFORMATION'S  of  the  utcrus  cannot  be  said  to  be  of  frequent 
occurrence,  and  it  is  therefore  sometliing  of  a  coincidence  that 
I  should  have  met  with  two  cases  of  the  same  type  within  a 
week  of  each  other.  Curiously  enough,  both  were  seen  on 
account  of  complications  following  pregnancy,  although  these 
could  not  be  attributed  directly  to  the  malformation  of  the 
uterus. 

Case  I. — The  first  case  was  that  of  a  woman,  ret.  26,  whom 
I  saw  in  the  country  on  loth  December  1909.  She  had  had 
a  full-time  child  eight  months  previously ;  the  labour  had  been 
an  easy  one,  and  nothing  abnormal  had  apparently  been  noted 
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at  the  time.  She  was  nursing  tlio  child,  and  menstruation  had 
been  in  abeyance  except  for  a  slight  discharge  of  blood  at  the 
third  month.  The  presence  of  morning  sickness  at  the  sixth 
month  of  lactation  led  the  patient  to  conclude  that  she  was 
again  pregnant.  Four  weeks  after  the  beginning  of  this 
sickness  she  had  a  severe  vaginal  haemorrhage,  and  something 
came  away.  She  did  not  call  in  the  doctor  till  six  days  later, 
when  he  found  her  with  a  very  foetid  hsemorrhagic  vaginal 
discharge,  and  on  examination  detected  a  piece  of  necrotic 
tissue  hanging  from  the  cervix,  and  a  band  of  tissue  stretchinc; 
across  the  roof  of  the  vagina,  which  he  thought  might  have 
been  produced  as  the  result  of  laceration  of  the  vaginal  vault. 
I  saw  her  the  following  morning,  and  found  the  uterus  large 
and  soft,  the  cervix  patent,  and  the  discharge  very  foetid.  She 
was  therefore  anaesthetised  and  put  in  the  lithotomy  position, 
in  order  to  clear  out  the  uterus.  It  was  then  found  that  the 
band  in  the  vagina  was  a  piece  of  tissue,  somewhat  thick 
below  but  with  a  thinner,  sharper  edge  above,  which  passed 
from  the  anterior  wall  of  the  vagina  close  to  the  roof  and 
slightly  to  the  left  of  the  middle  line  to  a  corresponding  point 
on  the  posterior  vaginal  wall.  It  hung  down  in  the  vaginal 
cavity  like  a  festoon,  so  that  with  the  finger  hooked  round  it 
it  could  be  brought  down  to  the  vulvar  orifice.  The  cervical 
canal  was  dilated,  and  across  the  external  os  another  thinner 
band  of  tissue  stretched.  A  quantity  of  foetid  decidual  debris 
was  cleared  out  of  the  uterus,  and  in  the  course  of  this 
procedure  the  finger  in  the  cervical  canal  slipped  into  another 
smaller  cavity  to  the  left  of  the  one  containing  the  remains  of 
the  abortion.  This  proved  to  be  the  left  half  of  a  double 
uterus.  The  forefinger  could  be  passed  right  up  to  the  fundus, 
and  with  the  middle  finger  in  the  right  pregnant  half  each 
could  be  moved  separately,  and  on  bimanual  examination  the 
fingers  of  the  al^dominal  hand  could  be  placed  between  the 
two  and  depressed  as  far  as  their  junction  at  the  os  internum. 
No  attempt  was  made  to  detach  any  decidua,  if  such  were  still 
present,  from  the  left  half,  as  the  surface  felt  perfectly  smooth 
and  normal. 

The  patient  made  a  rapid  recovery,  and  when  I  examined 
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her  a  month  later  there  was  no  discharge.  The  band  in  the 
\iigina  was  not  so  lax,  the  external  os  was  divided  antero- 
posteriorly  by  the  thin  band,  and  on  bimanual  examination 
the  uterus  felt  broad  from  side  to  side,  but  it  was  with 
difficulty  that  one  could  satisfy  oneself  as  to  the  exact  outline 
of  each  half.  I  had  not  an  opportunity  of  passing  the  sound. 
She  informed  me  that  menstruation  had  always  been  perfectly 
regular  every  month,  and  that  there  had  been  no  menstruation 
(hiring  her  first  pregnancy  or  during  lactation,  except  for  a 
slight  discharge  at  the  third  month. 

This,  then,  is  evidently  a  case  of  uterus  bicornis  with  the 
division  down  to  the  os  internum,  with  one  cervical  canal,  but 
the  external  os  divided  into  two  lateral  halves  by  a  septum,  and 
witli  the  remains  of  the  septum  still  present  in  the  vagina. 

Cask  11. — The  second  case  was  a  Cowgate  Dispensary 
patient,  30  years  of  age,  who  had  had  three  full-time  children 
after  normal  and  easy  laljours.  Menstruation  liad  always  been 
regular,  of  28-day  type,  moderate  in  quantity.  There  had  been 
]\o  menstruation  during  her  pregnancies  or  lactations.  She  was 
delivered  of  her  fourth  child  on  22nd  December  1909.  The 
labour  was  easy,  but  efforts  to  expel  the  placenta  failed,  and 
the  doctor  sent  for  me  l)ecause  of  this  i\nd  because  the  presence 
<tf  a  hard  swelling  which  he  detected  to  the  left  of  the  fundus 
made  him  fear  some  further  complication.  It  was  found  that 
the  internal  os  or  a  part  of  the  uterine  wall  above  it  was 
lirndy  contracted,  so  the  patient  was  antesthetised,  and  with 
some  difficulty  I  introduced  my  hand.  The  placenta  was  still 
attached  to  the  uterine  wall,  but  easily  separated  and  delivered. 
It  was  then  found  that  the  swelling  to  the  left  of  the  fundus 
was  the  left  half  of  a  double  uterus.  The  finger  could  l>e 
introduceil  into  it  easily  through  an  opening  to  the  left  of 
the  middle  line.  This  opening,  at  first,  felt  as  if  situated  in 
the  vaginal  roof,  but  further  exploration  proved  it  to  be  within 
the  cervical  canal,  which  was  so  dilated  as  to  be  flush  with  the 
vairinal  vault.  With  one  finger  in  the  right  half  of  the  uterus 
from  which  the  placenta  had  been  removed,  and  the  other  in 
the   left    non-pregnant  half,  each  could    be   moved   separately. 


BV    Di;    ]'..    p.    WATSON.  127 

and  the  division  between  them  defined  down  to  the  os  internum 
with  the  abdominal  hand 

The  patient  made  a  good  reco\-ery,  and  I  have  liad  the 
opportunity  of  examining  her  since.  Nothing  abnormal  can 
1)0  detected  in  the  cervix,  but  on  bimanual  examination  two 
bt)dies  can  be  felt,  one  lying  to  the  front  and  slightly  to  the 
right  of  the  nuddle  line,  the  other  to  the  back  and  slightly  to 
tiie  left.  The  uterine  sound  readily  passes  into  the  right 
uterine  cavity,  and  with  a  little  manipulation  of  the  point 
inside  the  cervical  canal  it  can  be  passed  to  the  back  and  left 
into  the  left  cavity.  A¥ith  the  sound  the  left  half  can  be  lifted 
to  the  front  so  as  to  be  accessible  for  Ijimanual  examination, 
but  it  again  falls  back  when  the  sound  is  withdrawn.  The 
length  of  each  cavity  is  a  little  over  2|  inches. 

This  case  is  therefore  also  one  of  uterus  bicoruis,  with  the 
division  extending  as  far  as  the  internal  os,  and  with  one 
cervical  canal  and  external  os.  It  differs  from  the  first  in 
the  absence  of  any  remains  of  the  vaginal  septum  or  band 
across  the  os  externum.  Both  patients  had  had  perfectly 
normal  menstruation,  and  l)oth  had  had  normal  full-time 
labours.  In  neither  case  had  the  abnormality  been  detected 
previously,  and  on  the  occasion  of  my  seeing  them  both  had 
had  a  pregnancy  in  the  right  half  of  the  uterus.  In  both  the 
non-pregnant  half  was  enlarged,  and  the  internal  os  sufficiently 
dilated  to  admit  the  finger.  This  seems  to  be  the  rule  in  such 
cases,  and  Pozzi  states  that  the  nou-prcgnant  horn  contracts, 
actively  during  labour. 

The  uterus  bicornis  appears  to  interfere  very  little  with  the 
fertility  of  the  patient,  and  it  seldom  gives  rise  to  any  trouble 
at  labour  except  in  those  cases  in  which  the  pregnancy  is  in 
an  occluded  horn,  as  in  that  recorded  by  Angus  Macdonald 
in  vol.  x.  of  the  Society's  Transactions.  Macgregor  {Journ.  of 
Obstet.  and  Gynmc.  of  the  Brit.  Em2J.,  1906,  ix.,  p.  336),  in  a 
valuable  paper,  has  tabulated  100  cases  of  double  uterus 
collected  from  the  literature  between  the  years  1835  and 
1906.     Of  these  70  were  in  married  women,  and  56  of  them. 
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]i;i(l  ]iad  pregnancies,  44  going  to  full  time  and  12  aborting. 
Tliese  44  women  had  had  96  labours.  The  details  of  all  the 
labours  are  not  given,  Ijut  it  is  noted  that  two  were  terminated 
by  Caesarean  section,  two  Ity  hysterectomy.,  four  by  f<.»rceps,  and 
thirty-six  naturally.  Pozzi  {TraiU  de  Gynkologie,  Paris,  1907) 
states  that  the  only  difficulty  likely  to  1»e  met  with  is  retarda- 
tion of  the  presenting  part  by  the  peritoneal  band,  which 
stretches  from  the  bach  of  the  bladder  to  the  front  of  the 
rectum  between  the  two  halves.  He  refers  to  the  frequency 
Mith  which  the  abnormality  is  entirely  overlooked.  Abram 
Brothers  {Amcr.  Jovrn.  of  Ohstet.,  January  1910)  records  a 
case  of  double  uterus  associated  with  pyosalpinx  on  one  side, 
which  he  mistook  for  a  tubal  gestation,  and  this  is  a  mistake 
^vhich  might  readily  arise  in  a  case  with  the  physical  signs 
presented  by  the  second  of  my  cases,  the  one  half  of  the  uterus 
bcinf  mistaken  for  the  extra-uterine  sac.  These  cases  of  uterus 
bicornis  may  therefore  have  a  very  practical  obstetric  and 
surtdcal  interest  in  addition  to  the  purely  embryological  one. 


Professor  Sir  •Halliday  Groom  said  he  was  very  much 
interested  in  Dr  Watson's  paper.  His  experience  of  uterus 
bicornis  was  very  small.  He  briefly  related  four  cases  which 
had  come  under  his  notice,  one  of  which  exactly  resembled  one 
of  the  cases  which  Dr  "Watson  had  descrii»ed.  In  one,  three 
days  after  the  delivery  of  a  complete  four-months  hydatid  mole, 
something  was  found  which  closely  resembled  a  cast  of  the 
uterus,  and  was  found  to  be  an  actual  decidual  cast.  On  sul)se- 
quent  examination,  a  double  uterus  was  found  with  a  complete 
cleft.  Twice  he  had  operated  for  extra-uterine  pregnancy,  and 
iiad  found  the  condition  to  be  pregnancy  in  one  horn  of  a 
uterus  Iticornis  In  these  cases  all  the  symptoms  of  extra- 
uterine gestation  had  l)een  present,  including  the  decidual  cast. 

Dr  Barbour  said  it  was  curious  how  these  anomalies  were 
sometimes  coupled.     What  interested  him  especially  was  the 
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fact  that  in  neither  case  did  the  patient  menstruate  during  the 
pregnancy.  Jt  was  also  noteworthy  that  in  neither  case  was 
there  any  evidence  of  decidual  casts  l>eing  expelled  from  the 
non-pregnant  cavity. 

Dr  Fordyce  asked  if  it  was  common  for  a  septate  uterus 
to  go  to  full  term.  In  his  experience  they  more  usually 
<i1)orted. 

llie  Frcsident  said  Dr  Watson  had  undoubtedly  brought  up 
a  very  interesting  subject,  and  one  that  very  seldom  came  Ijefore 
ihe  Society.  He  himself  had  been  fortunate  in  having  seen 
fi)ur  cases  of  doulile  uterus.  The  first  case  had  many  pnints 
similar  to  Dr  Watson's  case,  and  was  a  very  interesting  one. 
He  had  seen  it  with  the  late  Dr  Milne  Murray.  The  patient 
liad  had  an  abortion  at  four  months;  her  doctor  had  had  some 
difficulty  in  scraping  out  the  placenta,  and  felt  that  there 
was  a  growth  on  one  side  of  the  uterus.  Dr  Murray  was  asked 
to  see  her;  he  was  not  sure  whether  he  had  to  do  with  an 
extra-uterine  pregnancy  or  with  a  tumour ;  he  asked  Dr 
Haul  tain  to  see  the  patient  with  him ;  again  they  had  some 
difficulty  in  diagnosis ;  l)ut  when  he  (Dr  Haultain)  was  examin- 
ing it — and  this  was  a  point  which  was  not  sufficiently  dwelt 
upon  in  the  diagnosis  of  intra-  and  extra-uterine  pregnancy — 
the  contour  of  the  tumour  changed — it  became  firm.  In  al)0ut 
a  quarter  of  an  hour  the  same  thing  happened  again,  and  they 
both  came  to  the  conclusion  that  it  was  intra-uterine  pregnancy. 
The  friends,  however,  brought  a  doctor  from  the  Continent,  and 
they  all  met  in  consultation,  and  the  Continental  specialist  held 
to  the  opinion  that  the  tumour  was  extra-uterine.  Fortunately 
before  he  was  able  to  operate  the  patient  was  delivered  of  a  four 
and  a  half  months  foetus ;  and  at  that  time  a  double  uterus  was 
found.  He  had  also  seen  another  case  ^vitll  Dr  Murray  in 
which  one  horn  was  blocked,  and  there  was  great  pain  due  to 
retained  menses.  His  third  case  was  one  in  which  he  was 
operating  for  retroversion  and  found  the  uterus  to  be  bicornuous, 
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l)ut  with  only  a  slight  split.  His  fourth  case  was  one  in  which 
there  was  an  undeveloped  condition  of  the  uterus  which  was 
doulile;  the  ovaries  were  perfectly  developed;  the  patient 
suffered  fr<>ni  dysmenorrhcea ;  it  was  found  tliat  the  uterus  was 
douhle.  He  had  shown  that  case  to  the  Society  some  years 
ago.  He  thought  that  cases  of  doul)le  uterus  were  much  more: 
common  than  was  generally  supposed. 

Dr  Watson,  in  replying,  said  he  was  interested  to  hear  of  so 
many  cases  where  the  mistake  of  diagnosing  an  intra-uterine 
pregnancy  for  a  double  uterus  had  occurred.  In  all  of  these 
cases  a  decidual  mass  formed,  and  that  deciduum  had  a  greater 
risk  of  coming  away  in  a  double  uterus.  With  regard  to  the 
frequency  of  abortion  in  these  cases,  from  the  statistics  which 
Macgregor  had  given,  out  of  fifty-six  women  who  had  had 
children,  twelve  aborted  before  term,  so  that  the  frequency  of 
abortion  was  undoubtedly  recognised.  In  one  of  his  cases 
there  was  abortion;  the  other  woman  hud  had  four  full-time 
children  and  no  abortion. 

VI.  CASE  OF  ANTENATAL  LOBAR  PNEUMONIA. 

By  Alexandek  Dox,  CM.,  F.R.C.S.E.,  Dundee. 
( Comm  vnica  ted. ) 

The  following  case  of  acute  lobar  pneumonia  detected  soon 
after  birth  is  so  unusual  and  so  interesting  that  it  seems  wortli 
while  putting  it  on  record. 

The  baby,  a  male,  was  born  at  full  time.  The  mother  had 
taken  a  dose  of  castor  oil  about  12  noon,  and  al)out  1  p.m.  there 
was  a  slight  l>rownish  or  rusty  coloured  discharge,  ol)served  by 
the  nurse,  but  no  pains.  The  bowels  moved  at  3  P.M.  Between 
3  and  5  o'clock  there  were  one  or  two  pains,  and  from  5  onwards 
the  pains  were  rather  frequent.  At  8.30  p.m.  I  saw  the  patient. 
She  was  complaining  of  feeling  very  tired.  Slic  was  very  nervous, 
but  otherwise  everything  was  normal.     As  the  os  was  fully 
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dilated,  the  head  being  down  on  the  perineum,  I  decided  to  give 
chloroform  and  assist  labour.  The  membranes  were  un- 
ruptured, and  the  forceps  were  applied  over  them,  the  head 
being  born  without  rupture  of  the  membranes,  which  were 
then  opened  with  scissors  and  the  child  delivered  on  a  clean 
Gamgee  sheet.  This  was  about  9.30  p.m.  The  baby  did  not 
cry  as  usual,  but,  when  slapped,  coughed  up  a  brownish 
mucous  material.  As  this  could  not  have  come  from  the 
swallowing  of  discharges,  I  remarked  to  the  nurse,  "  I  wonder 
where  that  came  from."  The  child  was  not  inclined  to  breathe, 
and  was  well  rubbed  and  slapped,  but  still  the  cry  was  feeble. 
It  was  quickly  washed  and  dressed,  and  put  back  to  bed  beside 
the  mother.  This  would  be  about  10  p.m.  About  12  midnight, 
the  baby  having  slept  quietly  in  the  interval,  the  nurse  lifted  it 
wp,  and  noticed  that  the  breathing  was  laboured  and  that  the 
child  was  blue  in  appearance.  She  rubbed  the  baby  and  gave 
it  some  hot  water  and  whisky.  There  was  no  improvement, 
and  I  was  again  called  about  2  a.m.  and  found  the  breathing 
laboured  and  apparently  painful,  for  the  child  whined  with 
every  respiration. 

On  examination,  the  lower  half  of  the  left  side  of  the  chest 
was  dull,  and  over  it  were  heard  moist  crackling  rilles  and 
pleuritic  friction,  extending  forwards  to  the  cardiac  area.  The 
pericardium  did  not  seem  to  be  affected.  The  rest  of  the  chest 
w^as  clear.  The  nurse  told  me  that  the  child  had  coughed  up 
some  more  brownish  matter,  w^hich  she  showed  me  on  a  handker- 
chief. Fomentations  were  applied,  and  a  simple  expectorant 
mixture  was  prescribed,  but  it  could  not  swallow  either 
medicine  or  nourishment. 

I  saw  it  again  at  9  next  morning.  It  was  still  cyanosed, 
but  seemed  somew^hat  easier,  though  the  chest  symptoms  were 
otherwise  unchanged.  I  advised  rubbing  with  mustard  oil  to 
help  the  breathing.  Some  more  blood-stained  mucus  was 
brought  up.     The  baby  died  at  5  the  same  afternoon. 
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A  swab  of  mucus,  taken  immediately  after  death,  liy  the 
nurse,  from  the  child's  mouth,  was  reported  on  Ijy  Professor 
Sutherland,  of  University  College,  Dundee,  as  follows:  "Pneumo- 
cocci  are  present  in  large  numbers  in  cultures  incubated  over- 
night. There  are  also  few  colonies  of  staphylococci.  No 
streptococci  are  fmind." 

As  1  could  not  find  any  record  of  a  similar  case  in  the 
literature  at  my  disposal,  I  wrote  Ur  Ballantyne  of  Edinburgh, 
giving  him  a  short  synopsis  of  the  case,  and  he  replied  as 
follows : — "  Many  thanks  for  sending  me  the  very  interesting 
record  of  what  seems  undoubtedly  to  have  been  an  instance  of 
antenatal  pneumonia  not  septif  in  type."  He  also  kindly  made 
.suggestions  for  further  inquiries  and  suggested  references. 

Particulars  of  interest  in  the  case  are  as  follows: — The 
mother  is  37,  is  healthy  and  free  from  disease.  The  father  is 
also  liealthy.  No  suspicion  of  syphilis.  Mother  has  had  three 
cliildreii,  two  girls  alive  and  well,  and  one  boy,  the  third  of  the 
family,  who  died  when  twenty-two  months  old  i)f  some  obscure 
internal  truul)le.  This  l)oy  was  jaundiced  for  two  months  after 
birth,  and  also  suffered  from  a  right  congenital  hernia,  but  after 
he  was  seven  months  old  he  was  quite  healthy.  His  last  illness 
lasted  less  than  forty-eight  hours.  The  fourth  l»al)y,  the  subject 
of  this  note,  was  also  jaundiced  at  birth,  though  this  was  not 
apparent  until  daylight  next  day.  'Fhc  mother  hail  sull'ered 
from  what  she  called  heartburn  and  bilious  turns  with  vomiting 
during  the  i)regnancy.  The  vomiting  was  especially  severe  after 
two  motor  rides,  the  one  three  months  and  the  other  nine  days 
before  the  birth.  J"'our  days  before  the  child  was  born,  the 
mother  was  rather  iip.set  by  the  younger  girl  falling  out  of  bed, 
and  l)eforo  she  could  be  got  quietened  and  again  asleep,  the 
mother  was  very  cold  and  shivery. 

Two  days  later,  when  in  town,  she  again  felt  very  tired  and 
shivery,  and  her  friends  i-emarked  that  she  was  not  looking  well. 
She  felt  very  little  movement  for  four  days  before  the  birth. 
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and  suspected  that  everything  was  not  right.  Slic  had  no  cough 
herself,  and  she  was  not  at  all  ill,  otherwise  than  that  she  felt 
always  cold.  So  far  as  she  knows,  she  had  not  been  near  any 
eases  of  pneumonia  for  some  time. 

Several  cases  are  recorded  in  Dr  Ballantynes  ^Intenatal 
J'nthology  and  Hygiene,  vol.  i.,  page  221,  where  the  child  and 
mother  both  have  sutiered  from  pneumonia;  but  only  one  case 
in  which  the  pneumo-coccus  was  found  in  the  peritoneal  cavity, 
in  the  spleen,  and  in  the  blood,  and  where  the  mother  had 
apparently  been  perfectly  healthy  during  her  pregnancy.  I  am 
certain  that  the  lungs  in  this  case  were  not  infected  by  the 
discharges  during  birth,  and  that  it  was  the  same  rusty  dis- 
charge that  was  coughed  up  when  the  baby  first  breathed  aw 
was  sent  for  examination. 

A  brownish  vaginal  discharge  was  noticed  by  the  nm'se  on 
her  arrival,  small  in  amount,  but  this  was  not  observed  at  the 
time  of  birth.  The  discharge  was  then  of  the  usual  bright  red 
colour,  but  not  in  great  amount. 


The  President  said  he  thought  the  thanks  of  the  Society 
should  be  conveyed  to  Dr  Don  for  letting  them  hear  his  paper. 
He  remarked  upon  the  extreme  rarity  of  the  condition,  and  the 
difficulty  in  discovering  the  source  of  infection. 
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Meeting  VT.— May  11,  litlO. 
Dr  F.  W.  X.  Haultain,  President,  in  the  Chair. 

I.  Dr  A.  II.  F.  Barbour  showed  two  cases  of  extp.a- 
rxEiiiNK  GESTATION  WITH  TUBAL  ABORTION.  In  the  fiist  case 
the  Fallopian  tube  was  distended,  and  still  contained  part  of 
the  ovum  ;  the  second  case  showed  the  same  condition  at  a  still 
earlier  period.  The  interesting  point  was  in  regard  to  the 
diagnosis;  it  was  difficult  to  be  certain  from  the  physical 
signs  whether  there  was  anything  more  than  an  enlarged  ovary, 
and  it  could  only  be  decided  by  the  history.  It  was  curious 
that  both  of  these  cases  were  seen  amongst  the  ordinary  out- 
patients, and  that  they  were  two  consecutive  patients  on  the 
same  day. 

II.  I)r  Hair/  Ferguson  showed — («)  ovarian  tumour  avitii 
TWISTED  PEDICLE  removed  from  a  patient,  oet.  32,  who  had  had 
three  pregnancies,  and  who  had  come  under  medical  care 
suffering  from  acute  torsion  of  the  pedicle.  The  interesting 
point  of  the  case  was  purely  pathological,  viz.,  twisting  of  the 
pedicle  which  involved  the  vessels  in  the  Fallopian  tubes, 
rupturing  them,  and  producing  a  hematosalpinx  forcibly. 

(6)  LiTHOP^DiON,  removed  from  a  wnman,  iut.  25,  who,  so 
far  as  could  be  ascertained,  had  prol>ably  suffered  two  years 
previously  from  ectopic  gestation. 

III.  Dr   J.  W.   Kcay   showed — {a)    UTEKUs    rkmoved    r.v 

VAGINAL  HYSTEKKCTOMY  FOR  CARCINOMA  OF  THE  VAGINAL 
PORTION  OF  THE  CERVIX,  from  a  Woman,  aged  ol,  who  liad 
had  several  children  and  two  miscarriages,  and  who  was  two 
and  a  half  years  past  the  menopau.se. 

(6)  Uterus  rp:moved  by  panhysterectomy  for  cancei: 
OF  CERVIX,  from  a  woman,  set.  42,  who  had  had  two  children. 
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The  menopause  had  occurred  a  year  liefore  admission,  and 
about  twu  months  before  admission  the  patient  had  a  flooding. 
There  was  an  i»ld  -  standing  inflammatory  condition  which 
complicated  the  operation. 

(c)  Left  tube  and  ovary  kemoved  for  ruptured  ectopic 
pregnancy;  right  cystk;  ovary;  from  a  married  woman, 
ist.  25. 

(d)  HiEMATO-SALPlNX     FROM     EARLY      ECTOPIC      PREGNANCY. 

This  specimen  was  removed  from  a  patient,  cet.  38,  who 
liad  a  congested  tube  with  probably  blood-clot  in  the  broad 
ligament.  She  had  had  nine  children,  the  last  being  born 
eighteen  months  previously.  For  nine  months  after  the  birth 
she  had  not  menstruated,  and  then,  as  far  as  she  remem1)ers, 
she  menstruated  regularly  every  month.  About  January  of 
the  present  year  (1910),  when  the  period  was  due,  she  missed 
a  day  or  two,  and  while  out  shopping  was  seized  with  a  sudden 
pain  in  the  right  side ;  she  collapsed,  had  to  rest  a-  while,  then 
went  home  and  went  to  bed.  A  discharge  had  been  coming 
from  the  uterus  for  a  day  or  two,  and  the  patient  said  it  had 
increased  in  quantity.  She  had  an  attack  of  severe  vomit- 
ing, and  that  was  followed  by  the  passage  of  bloody  fluid  and 
clot.  There  was  a  tumour  the  size  of  an  orange  on  the  right 
side ;  on  opening  the  abdomen  a  large  tumour  was  found 
adherent  to  the  lateral  and  posterior  aspects  of  the  uterus  and 
to  the  parietal  peritoneum. 


IV.    ON    A   SUPRA-PUBIC   TRANSVERSE    FASCIAL 
INCISION  IN  GYNAECOLOGICAL  CQXIOTOMY. 

By  John  A.  Kynoch,  M.B.,  F.R.C.S.E.,  Professor  of  Obstetrics  and 
( Tynsecology,  University  of  St  Andrews  ;  Gynaecological  Surgeon, 
Dundee  Royal  Infirmary. 

Some  years  ago  one  of  the  most  frequently  discussed  gynaeco- 
logical subjects  was  abdominal  versus  vaginal  cceliotomy.     In 
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a  paper  which  I  read  bef<jre  this  Society  on  the  latter  operation, 
the  general  conclusion  expressed  was  tliat  although  vaginal 
coeliotomy  had  the  advantage  over  the  abdominal  route  in 
the  avoidance  of  a  scar  with  th(!  possibility  of  a  subsequent 
hernia,  yet  the  limited  space  to  work  in  more  than  counter- 
balanced this  advantage  in  favour  of  the  abdominal  route. 
The  I'tnca  alba,  although  the  weakest  part  of  the  abdominal 
wall  to  support  the  abdominal  viscera,  is  still  the  favourite 
line  of  incision,  doubtless  on  account  of  its  sparse  vascular 
and  nerve  supply.  Many  express  themselves  as  being  quite 
satisfied  with  the  results.  Howard  Kelly,  for  <.'xample,  says 
he  has  used  tl)o  ordinary  median  abdominal  incision  through 
the  linca  alba  in  over  2000  CGeliotomi(3S,  and  has  no  reason 
to  distrust  it  on  the  ground  advocated  by  some  surgeons  that 
the  cicatricial  union  is  less  firm  and  secure  than  in  thoso 
cases  where  the  incision  is  lateral  to  the  metlian  line. 
Doubtless  with  the  improved  technique  in  the  preparation 
of  the  suture  material,  and  in  the  manner  of  closing  the 
wound,  the  number  of  cases  of  hernia  following  incision  through 
the  linea  alba  has  greatly  diminished.  Abel,  at  the  International 
Gyniecological  Congress  held  in  Vienna  in  1895,  stateil  that 
in  following  up  the  after  results  of  cases  where  through  and 
through  sutures  had  been  employed,  he  found  that  the 
number  of  cases  of  hernia  was  oO  per  cent.  On  the  other 
hand,  the  percentage  had  fallen  to  8  in  cases  where  the 
suturing  in  layers  had  Ixsen  used.  To  improve  upon  those 
figures  other  operators  have  employed  an  extra-median  incision 
aloncr  the  linea  semi-lunaris.  But  Mickulicz  has  shown  that 
such  an  incision,  dividing  as  it  may  terminal  branches  of 
intercostal  nerves,  may  result  in  paralysis  and  atrophy  of 
the  corresponding  rectus  muscle — a  condition  favouring  the 
development  of  subsequent  hernia. 

For  an  efiicient  cicatrix,  fascia  weakened  by  incision  should 
be    supported    by    intact   muscle,   and    such   a   cicatrix    must 
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permit  of  freedom  of  movement  of  each  separate  layer  of 
the  parietes.  Such  requirements  demand  care  in  the  method 
of  opcninij  the  abdomen.  To  meet  those  demands  Lenander 
in  1893  divided  the  anterior  sheath  of  the  rectus,  which 
was  pushed  aside  so  as  to  permit  of  the  posterior  sheath 
and  peritoneum  being  opened.  By  restoring  the  rectus  to  its 
original  position  and  leaving  the  linea  alba  intact,  direct 
muscular  support  was  thereby  given  to  the  anterior  fascial 
cicatrix.  This  incision  has  been  advocated  and  carried  out 
by  Wallace  of  Liverpool,  who  reports  excellent  results  from 
this  method.  In  1896  Eappin  of  Lausanne  reported  at 
the  Geneva  Gynsecological  Congress  that  he  had  used  a 
transverse  incision,  corresponding  in  direction  to  the  natural 
folds  of  the  skin  above  the  symphysis  pubis.  About  the 
same  time  Kilstner  advocated  a  similar  transverse  incision 
through  the  skin  and  subcutaneous  tissues,  exposing  the  fascial 
layer,  which  was  incised  along  with  the  other  layers  in  a 
vertical  direction.  Both  Eappin  and  Kiistner  suggested  this 
incision  merely  for  cosmetic  purposes,  the  transverse  cicatrix 
appearing  as  a  white  line  frequently  covered  with  pubic  hair. 
Neither  of  them  claimed  for  this  incision  any  protection 
against  subsequent  hernia.  Lange  has  shown  that  the  skin 
fibres  of  the  anterior  abdominal  wall  run  a  course  chiefly 
transverse  in  direction.  When  those  fibres  are  divided  at 
right  angles,  as  they  must  be  in  all  vertical  incisions,  their 
retraction  leads  to  gaping  of  the  wound,  and  the  resulting 
cicatrix  must  tend  to  broaden.  On  the  other  hand,  a  transverse 
skin  incision  leads  to  very  slight  gaping  of  the  wound,  and 
the  cicatrix  resulting  tends  to  broaden  to  a  much  less  extent. 
Pfannenstiel,  taking  advantage  of  this  anatomical  fact,  adopted 
a  modification  of  Kiistner's  incision,  in  that  he  divided  the 
anterior  sheaths  of  both  recti  muscles  transversely.  Pfannenstiel 
proceeded  as  follows : — about  6  cm.  above  the  pubes  a 
slightlv    curved    transverse    incision    6    to   8    cm.    long    was 
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made  through  skin,  subcutaneous  tissues,  and  anterior  sheath 
of  both  recti  muscles.  The  anterior  sheaths  were  then  bluntly 
dissected  up  from  their  attachment  to  the  recti  muscles,  the 
attachment  to  the  linea  alba,  which  now  appeared  as  a 
prominent  ridge,  being  divided  with  scissors.  The  linca  alia 
was  then  divided  vertically  and  the  abdomen  opened  in 
the  usual  way.  In  closing  the  wound  the  peritoneum,  recti, 
fascia,  and  skin  layer  wore  united  with  continuous  sutures, 
although  latterly  Pfannenstiel  closed  the  skin  and  fascial 
layer  l)y  a  figure-of-eighl  silk-worm  gut  suture.  The  result  of 
such  an  incision  is,  that  the  transverse  fascial  wound  is 
protected  by  intact  muscle.  V>y  this  incision  the  conditions 
for  an  efficient  cicatrix  are  fuliilled.  The  dragging  asunder 
influence  of  the  skin  and  muscular  layers  is  avoided,  so  that 
the  edges  of  the  skin  and  fascial  layer  fall  naturally  together, 
a  iine  linear,  almost  imperceptible  cicatrix  resulting.  It  has 
the  advantage  over  extra-median  incisions  that  no  nei'Aes 
are  divided,  and  consequently  no  mu.scular  atrophy  can  occur, 
so  that  unimpaired  muscle  protects  the  divided  fascia.  A 
hernia  is  only  possible  at  one  point,  namely,  where  the  fascial 
trans^■erse  incision  is  crossed  by  the  vertical  incision  between 
the  recti,  and  this  can  in  great  part  be  avoided  by  suturing 
together  the  muscles  at  this  point.  In  employing  this  method 
of  opening  the  abdomen,  it  is  essential  that  every  bleeding 
\cssel  should  be  most  carefully  ligatured,  force  pressure  not 
being  suHieiently  reliable  to  prevent  the  formation  of  a 
sub-fascial  or  subcutaneous  ha^matoma — cases  of  which  have 
been  reported  where  this  precaution  has  not  been  cmi)loycd. 
As  a  further  precaution  against  oozing,  Pfannenstiel  recom- 
mended the  ap})lication  of  a  Hat  sandbag,  varying  in  weight 
from  6  to  9  lbs.,  to  bo  applied  over  the  dressings  for  a  period 
of  twelve  to  twenty-four  hours. 

The  advantages   clainioil   for    a    transverse   fascial    incision 
are : — 
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Is^.  and  chiefly,  the  avoitlanee  of  post  oiicmtive  hernia. 
The  reports  of  Pfunnenstiel,  Doedci'lein,  Meiigc  and 
others  are  very  favourable  regarding  the  absence  of 
subsequent  hernia. 
'2nd.  The  field  of  operation,  especially  the  lateral  and 
anterior  part  of  the  pelvis,  is  Aery  accessible.  This 
is  due  to  the  low  position  of  the  incision,  and  to  the 
muscles  being  separated  from  the  anterior  sheath, 
which  permits  of  their  licing  widely  drawn  asunder 
by  retractors.  As  ]  )oederlein  has  said,  the  muscles 
are  now  like  "  weiche  Gummibiinder." 
'.j/'d.  I'atients  can  rise  sooner  than  when  the  ordinary 
vertical  incision  is  employed,  as  the  intra-abdominal 
pressure  does  not  to  any  extent  atl'ect  the  skin  and 
fascial  incision.  In  elderly  patients  with  a  tendency 
to  hypostatic  congestion  of  the  lungs,  it  is  advan- 
tageous to  sit  up  on  the  third  or  fourth  day  after 
operation . 
4ih.  It  is  unnecessary  for  patients  to  wear  abdominal  belts 

after  operation. 
Pfannenstiel  at  first  limited  the  indications  to  cases  which 
previous  to  his  incision  were  favourable  for  Aaginal  cceliotomy 
— an  operation  he  thought  it  might  to  a  great  extent  displace. 
Such  cases  are  ovarian  cysts  of  moderate  size ;  non-suppurative 
diseases  of  the  appendages;  small  fibroid  tumours;  ventro- 
tixation  of  the  uterus  and  the  early  stages  of  ectopic  pregnancy. 
Cases  suspected  to  be  infective  are  unsuitable. 

Por  the  past  five  years  I  have  employed  Pfannenstiel's 
incision  in  the  above  class  of  cases,  having  seen  it  first  carried 
<jut  in  his  klinik  in  Giessen.  With  few  exceptions,  it  is  the 
method  of  opening  the  abdomen  most  frequently  employed 
in  German  kliniks,  and  in  many  it  is  not  limited  to  the  cases 
already  mentioned,  but  is  used  in  the  removal  of  very  large 
pelvic  tumours.     I  have  deviated  a  little  from  Pfannenstiel's 
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descriptiftii,  in  so  far  us  I  ondcavour  to  avoid  wounding  the 
liiiea  alba  by  separating  one  or  otluT  rectus  muscle  from  its 
edge,  then  drawing  it  externally  so  as  to  permit  of  the 
peritoneum  being  opened,  the  dis[)la(ed  rectus  being  then  fixed 
by  a  suture  to  the  linea  alba. 

In  twenty  cases  that  I  have  been  able  to  follow  up  for 
a  period  of  at  least  two  years  after  operation  the  results  have 
l)eeu  so  satisfactory  that  I  consider  this  method  of  opening  the 
abdomen,  in  suitable  cases,  an  improvement  on  the  usual 
vertical  iiicisinn  throusrh  the  linea  alba. 
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Dr  Ba7'ho2ir  said  his  experience  of  this  method  was  so  small 
that  he  could  hardly  criticise  Professor  Kynoch's  paper.  One 
advantage  of  the  transverse  incision  was  the  prevention  of 
subsequent  hernia.  The  difficulty  was  as  regards  the  extension 
of  the  incision,  so  as  to  get  plenty  of  room ;  one  never  knew 
when  one  began  how  much  room  was  required,  and  one  could 
not  extend  a  transverse  incision  so  easily  as  a  vertical  one ;  but 
in  cases  where  a  small  incision  was  required,  and  if  transverse 
incision  prevented  the  development  of  hernia,  he  thought  it 
would  be  an  advantage.  As  regards  abdominal  belts,  he  had 
given  up  the  use  of  them. 

Di'  Fordycc  said  one  used  the  ordinary  mesial  incision  so 
frequently  in  comparison  with  the  transverse  incision,  that  it 
was  rather  difficult  to  judge  from  one's  own  experience  which 
was  the  better.  He  had  used  both  incisions.  Among  his 
earlier  cases,  he  had  had  one  very  extensive  and  troublesome 
suppuration,  after  a  transverse  incision,  which  had  discouraged 
him  from  continuing  it.  One  disadvantage  he  felt  with  the 
transverse  incision  was,  that  in  order  to  keep  the  wound  open 
sufficiently  to  see  what  one  was  doing,  a  special  retractor  was 
necessary ;  also  he  found  it  exceedingly  difficult  to  work  through 
a  hole  in  the  abdominal  wall  which  is  guarded  above,  below,  and 
on  both  sides  by  a  rigid  bar,  and  for  this  reason  he  never  now 
used  the  transverse  incision.  With  regard  to  hernia,  he 
thought  that,  under  modern  methods  of  suturing  by  layers, 
hernia   following  abdominal  operations  was  very  rare  indeed ; 
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when  such  cases  did  occur,  it  was  usually  found  that  the 
operation  had  been  done  in  a  hurry.  It  was,  of  course,  very 
interesting  to  heai  Professor  Kynoch's  experience  in  these 
cases,  and  in  dealing  with  small  tumours  far  out  at  the  side  of 
the  pelvis,  one  could  see  the  advantage  of  getting  more  room  at 
the  side,  than  by  an  ordinary  incision ;  still,  when  one  was 
accustomed  to  the  vertical,  the  advantages  of  transverse  incision 
were  proliably  out-weighed,  and  for  his  part,  he  did  not  think 
he  would  like  to  go  back  to  it. 

The  President  said  he  would  like  to  .say  to  I'rofe.ssor 
Kynoch  that  he  had  brought  forward  an  unusually  practical 
subject.  His  own  experience  of  transverse  incisions  was  not  very 
great,  but  he  had  had  several  cases,  and  it  seemed  to  him  there 
were  one  or  two  points  against  that  incision.  One  drawback 
was,  that  it  hampered  one's  movements  considerably;  the 
opening  could  not  be  enlarged  with  any  degree  of  freedom  in 
the  way  which  otherwise  it  could  be.  Of  course,  for  simple 
tubal  cases,  and  cases  of  that  nature,  it  seemed  to  offer,  perhaps, 
slightly  greater  advantages  than  the  mesial  incision;  but  for 
tumours  of  any  size,  central  incision  was  the  more  practical. 
As  one  now  did,  so  far  as  ovarian  tumours  were  concerned, 
taking  them  out  entirely,  which  he  thought  was  the  proper 
way  to  deal  with  them,  a  very  large  incision  was  often  required. 
Further,  it  is  known  that  a  large  incision  seemed  to  heal  equally 
as  well  as  a  small  one;  in  fact,  the  hernias  he  had  .seen  had 
fhiefly  resulted  from  operations  where  a  small  incision  had 
Iteen  made ;  that  was  perhaps  due  to  the  fact  that  the  healing  of 
the  small  incision  has  not  been  so  good,  on  account  of  the 
bruising  which  necessarily  takes  place  from  att(unpting  to 
manipulate  the  pelvic  organs  through  an  incision  which  was  too 
small. 

So  far  as  sowing  u])  the  abdomen  was  concerned,  he  still 
adhered  to  the  through-and-throngh  suture.  He  could  not  say 
that  he  had  less  or  more  hernias  than  anybody  else,  they  all  met 
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with  them ;  but  what  he  felt  was,  that  with  the  through-and- 
through  suture,  if  one  did  have  suppuration  of  the  wound,  one 
could  remove  the  stitch,  and  after  the  stitch  was  out,  the 
chances  were  very  much  better  than  by  suturing  in  layers.  So 
far  as  he  knew,  and  he  had  had  the  experience  of  nearly  a 
thousand  cases,  he  did  not  think  that  through-and-through 
suturing  was  in  any  way  more  harmful  than  suturing 
in  layers.  He  could  not  understand  how  anyone  could 
get  30  per  cent,  of  hernias.  Another  point  was,  Dr  Barbour 
said  he  had  given  up  the  abdominal  belt;  he  (Dr  Haultain)  had 
not  done  so.  He  believed  that  by  the  use  of  a  belt  the  patient 
derived  very  great  benefit  and  comfort;  they  are  uncomfortable 
for  a  day  or  two,  but,  in  the  great  majority  of  cases,  women 
like  their  belts  so  much,  that  it  is  with  difficulty  one  can  induce 
them  to  leave  them  off  after  six  or  eight  months.  He  admitted 
that  the  old-fashioned  belt  with  its  series  of  bands  must  have 
been  extremely  awkward.  Now  the  belts  which  one  uses  are 
best  kept  down  by  ordinary  stocking  suspenders,  which  serve  a 
twofold  purpose,  firstly,  they  keep  down  the  belt,  and,  secondly, 
they  keep  up  the  stockings;  these  belts  were  extremely 
comfortable,  and  were  he  believed,  a  great  safety  to  the 
patients.  He  was  very  glad  to  have  heard  Professor  Ivynoch's 
paper,  and  again  thanked  him  for  bringing  it  before  the 
Society. 

Professor  Kynoch,  in  reply,  said  he  was  very  much  indebted 
to  the  gentleme]!  who  had  given  him  the  benefit  of  their 
opinions.  One  of  the  chief  things  that  had  struck  him  at  the 
continental  clinics  was  the  almost  universal  plan  of  opening  the 
abdomen  by  transverse  incision.  In  Vienna  last  autumn,  he 
had  seen  very  large  tumours  removed  by  the  transverse  method. 
He  could  (juite  appreciate  what  Dr  Barbour  had  said  with 
regard  to  the  possible  difficulty  in  extending  the  wound  during 
the  operation ;  he  should  say  that  vertical  incision  was  much 
the  better  way  if  one  were  dealing  with  large  tumours.     Dr 
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Fordycc  liiul  had  the  niisff»rtune  to  liave  a  suppurating  case, 
and  he  could  understand  that  these  cases  were  very  bad ;  he 
himself  had  not  hud  any.  He  had  had  one  case  of  haematoma 
with  a  very  bad  ellect.  A  suppurative  case  would  tend  to 
subsequent  hernia.  It  was  difhcult  to  estimate  cases  of  hernia; 
the  ca.ses  nne  saw  were  generally  done  by  some  one  else.  It 
was  very  dillicult  for  anyone  to  say  he  has  never  had  a  case  of 
hernia  in  his  practice;  one  could  not  follow  up  all  one's  cases, 
and  could  not  therefore  tell  how  many  had  resulted  in  hernia. 
He  quite  agreed  with  the  President  that  in  stout  patient.s,  where 
there  is  a  greater  tendency  for  suppuration  to  take  place,  it  is 
better  to  use  through-and-through  suturing ;  but,  he  held,  in 
other  cases  suturing  in  layers  is  a  better  precaution  against 
subsequent  hernia.  He  had  nothing  more  to  say,  except  that 
he  was  surprised  at  the  way  in  which  transverse  incision  was 
employed  on  the  Continent ;  he  thought  that  with  the  exception 
of  Hofmeyer,  who  was  always  opposed  to  it,  it  was  generally 
used.  He  had  himself  seen  it  in  ten  or  twelve  clinics.  He  was  so 
struck  by  its  being  so  universally  adopted  that  he  was  anxious 
to  have  the  opinion  of  the  Fellows  of  the  Edinburgh  Obstetrical 
Society  on  the  point,  and  he  thankeil  them  very  much. 


V.   11. 1(71.1. is  (OI.I  INFIXTION  OF  URINARY  TRACT 
(  O.M  PLICATING  PREGNANCY. 

By  E.  Nai-iku  Blukett,  M.D.,  F.R.C.S.(Eaiii.),  M.Jt.C  r.(Edin.), 
Xewciistle-on-'J'ync. 

Iiifroiliu'tion. 

Or  the  many  complications  of  pregnancy,  invasitm  of  the 
urinary  tract  by  micro-organisms  is  one  that  in  this  country  has 
hitherto  failed  to  attract  the  attention  which  it  merits. 

It  is  a  formidable  complication  of  the  pregnant  state,  full  of 
the  gravest  issues  to  both  mother  and  child.     On  the  Continent, 
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♦'.spedally  in  the  French  and  German  schools,  the  subject  has 
V)een  investigated  by  many  of  the  foremost  authorities;  but 
at  home  B.  coli  infection  of  the  urinary  tract  is  scarcely 
mentioned,  even  in  the  most  recent  text-books ;  at  most,  wo 
have  the  subject  discussed  in  a  few  articles  scattered  throughout 
medical  journals. 

There  are  probably  many  reasons  in  explanation  of  this 
neglect,  but  foremost  among  such  I  would  put  the  fact  that  this 
lesion  of  the  urinary  system  simulates  S()  many  other  diseases ; 
in  fact  the  mimicry  is  so  well  established  as  to  deceive  the 
most  experienced. 

Cases  of  this  affection  under  my  observation  have  been 
iliagnosed  as  acute  appendicitis,  acute  intestinal  obstruction, 
renal  stone,  acute  pleurisy,  pneumonia,  and  enuresis. 

Another  important  reason  for  the  apparent  neglect  of  this 
disease  is  the  unsatisfactory  nature  of  the  ordinary  urinary 
examination.  So  long  as  the  urine  is  of  normal  specific  gravity, 
acid  in  reaction,  and  yielding  negative  results  to  the  tests  for 
albumen  and  sugar,  it  is  labelled  as  being  normal,  and  yet  such 
a  urine  may  be  teeming  with  pathogenic  bacteria. 

Again,  in  the  majority  of  acute  cases  of  this  disease  bladder 
symptoms  are  few,  or  absent  altogether,  and  thus  the  urinary 
system  fails  to  attract  the  physician's  attention.  The  urinary 
€xamination  to  detect  this  infection  must  not  be  restricted  to 
a  chemical  estimation,  as  the  urine  requires  to  be  submitted  to 
a  microscopic  and  bacteriological  examination. 

NomeneIah(re. 

There  is  a  tendency  nowadays  among  those  who  would  be 
precise  to  consider  certain  pathological  states,  not  as  diseases  in 
themselves,  but  as  complex  symptoms,  c.//.,  it  is  stated  that 
asthma,  chorea,  and  epilepsy  are  not  diseases  in  the  strict  sense 
of  the  word,  but  are  merely^syndromes  or  symptom-groups. 

K 
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This  refinement  of  terminology  is  probably  not  of  much  present 
value,  though  the  spirit  that  prompts  it  may  in  due  time  help 
us  to  the  recognition  of  real  proximate  causes  and  so  to  more 
accurate  and  more  comprehensive  names. 

To  this  affection  of  the  urinary  tract  (and  its  associated 
symptoms)  a  good  many  names  have  been  applied,  and  these 
vary  chiefly  according  to  the  ideas  of  the  etiology  and  pathology 
of  the  condition  held  by  the  different  writers,  e.g.,  pyelitis  of 
l)regnancy,  bacillus  coli  cystitis,  ureteritis,  pyelonephritis,  cysto- 
uretero-pyelitis,  uroseptica^mia,  urosapraimia,  etc.  Until  certain 
missing  links  in  the  chain  of  caution  have  been  discovered, 
I  prefer  to  speak  of  this  condition  as  "  infection  of  the  urinary 
tract  by  B.  coli."  All  the  above-mentioned  terms  may  l3e 
quite  applicable  to  cases  of  this  disease,  for  the  brunt  of  the 
malady,  so  to  speak,  may  fall  upon  the  upper,  the  intermediate, 
or  on  the  lower  part  of  the  urinary  passages. 

In  1881  Bouchard,  in  examining  the  urine  of  65  typhoid 
patients,  demonstrated  the  special  bacillus  in  21  cases;  and  it 
was  in  the  same  year  that  Sir  W.  Roberts  first  made  use  of  the 
term  "  bacteriuria." 

But ''bacteriuria"  or  "bacilluria"  has  of  later  years  come 
to  be  restricted  to  the  condition  where  the  urine  contains  micro- 
organisms, it  may  be  in  great  abundance,  but  causing  no 
symptoms,  and  certainly  giving  rise  to  no  inflammatory  lesion 
evidenced  l»y  pyuria. 

Restricting  the  term  bacilluria  to  this  meaning,  I  wish  to 
dismiss  it  at  once  as  not  being  applicable  to  the  condition  here 
described. 

Following  the  recogTiition  of  micro-organisms  in  the  urine, 
discussion  arose  as  to  whether  the  kidney  eliminated  bacteria 
as  a  normal  function,  or  whetlier  such  elimination  was  dependent 
on  some  renal  lesion.  This  prol)lem  is  still  f;ir  from  being 
settled,  although,  I  tliink,  the  majority  of  observers  agree  with 
Sherrington,  that  some  lesion,  which  ma}-  be  very  minute,  is 
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essential  for  the  passage  of  bacteria  from  the  blood-stream  into 
the  urine. 

Historical. 

For  many  years  much  French  and  German  literature  has 
been  devoted  to  this  subject,  much  more  than  has  been  the  case 
in  our  own  country.  With  the  comparatively  recent  advances 
in  the  science  of  urology,  especially  in  cystoscopy  and  ureteral 
catheterisation,  the  approach  to  the  study  of  this  disease  has 
been  much  accelerated. 

The  French  school  has  long  been  famous  for  the  interest  it 
has  taken  in  urological  studies.  For  one  of  the  earliest  descrip- 
tions of  pregnancy  pyelitis  we  are  indebted  to  Eebland,  who 
read  a  paper  recording  five  cases  before  the  Congress  de 
Chirurgie  in  1892.  In  1899  Cader  gave  an  excellent  review  of 
the  subject  in  Z'Obsfctriquc,  vol.  iv. 

More  recently  Opitz  and  Albeck  have  written  on  this  con- 
dition, and  their  writings  more  than  any  have  extended  our 
knowledge  of  the  disease. 

Much  investigation  in  this  connection  has  also  been  done  in 
Schauta's  clinic  at  Copenhagen,  and  this  is  as  we  should 
expect  when  we  remember  the  great  example  given  to  the 
Danish  school  in  the  urological  work  of  Eovsing. 

As  illustrations  of  a  condition  not  always  to  be  easily 
diagnosed,  I  give  below  brief  histories  of  four  cases  which  have 
recently  come  under  my  observation  : — 

Case  I. — Mrs  G.,  aged  24,  primipara,  pregnant  four  months, 
was  suddenly  seized  with  acute  abdominal  pain,  accompanied 
by  rigor;  temperature  103' F.,  pulse  106.  Tongue  furred, 
bowels  constipated,  frequent  and  painful  micturition.  Great 
pain  and  tenderness  over  M'Burney's  area  with  rigidity  of 
right  alxlominal  muscles. 

The  diagnosis  of  acute  appendicitis  was  made  by  the  family 
"doctor,  and   confirmed   by  a  surgical   colleague,  who  advised 
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immediate  operation.  Both  patient  and  friends  demurred  to 
operative  treatment,  and,  on  account  of  the  associated  preg- 
nancy, I  was  asked  to  see  the  patient. 

There  was  no  doubting  the  marked  mimicry  of  appendicitis, 
and  but  for  one  sign  I  would  have  agreed,  realising  the  serious- 
ness of  appendicitis  complicating  pregnancy,  in  urging  the 
operation.  On  physical  examination  I  found  pain  complained 
of  on  pressure  over  the  appendix  area,  but  much  more  when  I 
applied  my  hand  over  the  right  kidney  region.  Here  I  found, 
on  the  posterior  aspect,  a  vHde  area  of  cxirssive  superficial 
tenderness.  Having  previously  noted  the  importance  of  this 
sign  in  some  other  similar  cases,  the  possibility  of  a  urinary 
lesion  readily  suggested  itself;  considerable  abdominal  disten- 
tion was  also  present.  A  catheter  specimen  <»f  urine  was 
oi)tained,  and  showed,  sp.  gr.  1020.  Acid  reaction,  no  sugar, 
small  quantity  of  albumen,  no  IJood.  Bacteriolnfjicul  report: 
B.  coli  in  pure  culture,  with  pus  cells  and  epithelial  debris. 

Eectal  examination  was  negative.  Per  vaginam,  the  right 
ureter  felt  abnormally  thickened  and  very  tender;  the  left 
ureter  was  small  in  comparison  and  located  with  difficulty. 

With  treatment  the  acute  symptoms  disappeared  within  a 
week,  although  the  bacilluria  persisted,  in  diminishing  (]uantity, 
for  two  months.  Parturition  at  full  time  was  normal,  and  like- 
wise the  puerperium. 

Case  II. — Mrs  D.,  iet.  29,  quartipara,  pregnant  live  months. 
AVhen  away  from  home  complained  of  sudden  severe  pain  in 
the  "right  side,"  as  she  expressed  it,  "at  the  l)ottom  of  her  ribs 
liehind";  she  had  a  rigor;  temperature  102  P.,  pulse  100. 
There  was  some  frequency  of  micturition,  1  towels  constipated, 
nausea  and  vomiting ;  abdomen  slightly  distended.  The  pain 
in  the  side  "caught  her  breath,"  and  hampered  her  breathing. 

The  diagnosis  made  was  right  hasal  ple2irisi'.  When  I  saw 
her  she  was  still  complaining  of  this  "pleurisy  pain,"  which 
was  easier  some  days  and  worse  on  others.  On  physical 
examination  I  could  find  no  evidence  of  pleurisy,  l)ut  noted  that 
the  pain  complained  of  extended  well  lielow  the  costal  border, 
and  there  was  well-marked  hypenesthesia  and  tenderness  over 
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the  whole  kiduey  iKughbourhood.  There  was  no  pain  or 
tenderness  complained  of  in  the  appendix  area  in  front.  A 
specimen  of  nrine  was  examined  and  found  to  contain  a  small 
sediment  of  pus.  The  reaction  'was  acid ;  microscopically,  the 
deposit  showed  pus  cells,  active  leucocytes  and  epithelial  cells. 
The  bacteriological  report  was :  B.  coli  present. 

Vaginal  and  rectal  examinations  were  negative. 

The  effect  of  treatment  was  to  improve  the  patient's  con- 
dition, but  throughout  the  remainder  of  the  pregnancy  the 
renal  area  of  tenderness  persisted,  with  occasional  exacerbations 
of  the  pain  and  of  the  bacilluria.  Labour  was  at  term,  requiring 
the  aid  of  forceps,  every  possiWe  precaution  being  taken,  includ- 
ing the  use  of  sterilised  gloves  in  vaginal  examination.  The 
puerperium  was  normal  until  the  tenth  day,  when  "  white  leg  " 
developed,  first  on  one  side  and  then  on  the  other.  Being  so 
certain  of  my  technique  at  the  labour,  I  suspected  the  B.  coli 
as  causing  the  complication,  and,  taking  a  uterine  swal»,  the 
bacteriological  report  as  JJ.  coli  in  abundance.  The  ultimate 
recovery  was  good,  and  all  renal  tenderness  disappeared. 

Case  III. — Mrs  M.,  primapara,  pregnant  four  months. 
Previously,  a  strong,  healthy  woman,  never  ailed  anything ;  but 
since  becoming  pregnant  complained  several  times  of  "  lumbago 
attacks."  She  l)ecame  suddenly  ill  with  vomiting  aiid  sickness, 
accompanied  l)y  rigors  and  severe  abdominal  pain  with  dysuria. 
Temperature  103"  F.  to  104-5  ;  pulse  116.  No  history  of 
constipation. 

There  was  a  marked  right-sided  renal  area  of  tenderness,  so 
marked  that  the  patient  resisted  l)eing  touched  in  that  area; 
considerable  abdominal  distention.  For  ten  days  the  patient 
had  remittant  temperature,  with  occasional  rigors,  and  gradually 
developed  a  general  toxic  condition  with  dry  tongue  and 
delirium.  Blood  examination  gave  a  leucocytic  count  of  25 — 
30,000  polynuclears.  U'rine  examination — acid,  turbid,  with  a 
lot  of  flaky  material,  loaded  with  pus  cells,  and  epithelial  debris. 
Bacteriological  report  was  :  B.  coli  in  pure  culture. 

All  treatment,  including  autogenous  vaccination,  was  unavail- 
ing, and  on  the  twelfth  day  the  general  condition  l)ecame  so 
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serious,  with  the  appearance  in  the  urine  of  abundant  epithelial 
casts,  that  nephrotojny  was  decided  on ;  l»ut  while  the  patient 
was  beini;;  prepared  for  the  operation  she  came  into  labour,  and 
aborted  of  twins,  and  thereafter  the  acute  symptoms  subsided. 
During  the  puerperium  the  treatment  was  interrupted,  and  this 
was  followed  next  day  by  a  ri,f,'or  and  hi.uh  temperature,  but  on 
resuming  the  treatment  the  symptoms  remained  in  abeyance. 

Case  IV. — Mrs  S.,  aged  28,  primipara;  pregnant  six 
months.     Previous  health  good ;  no  liistory  of  constipation. 

Twelve  months  previously  she  was  suddeidy  seized  with  an 
unaccountable  attack  of  acufe  cystitis,  which  responded  well  tn 
treatment,  but  no  urinary  examination  was  made.  There  had 
iK'ver  been  the  slightest  returji  of  the  bladder  trouble  until  one 
morning  when  she  was  seized  with  acute  pain  in  the  hypo- 
gastrium,  accompanied  by  sickness,  frequent  and  painful 
micturition  ;  the  symptoms  she  described  as  beiiig  very  similar 
to  those  of  a  year  ago.  The  temperature  rose  to  101  Y.\  pulse 
06.  There  was  an  uncomfortal)le  abdominal  distention.  The 
urine  was  acid,  sp.  gr.  1018,  contained  lilood,  pus,  and  epithelial 
cells.  Bacteriological  report  was :  B.  coli  in  pure  culture.  This 
case,  because  of  the  early  bladder  symptoms,  was  readily 
recognised. 

On  the  third  day  of  lier  illness,  the  patient  suddenly 
complained  of  severe  pain  over  the  right  kidney,  accompanied 
by  a  wide  area  of  marked  hyperresthesia  over  the  right  hypo- 
gastrium.  Vaginal  examination  elicited  marked  bladder 
tenderness  in  the  area  of  the  trigone,  but  no  ureter  dilatation 
could  be  felt.  AVith  medicinal  treatment  and  attention  to  the 
bowels  the  symptoms  subsided  in  a  week's  time.  The  treatment 
was  continued  throughout  the  remaindtn-  of  the  pregnancy,  the 
patient  going  to  full  time.  The  parturition  and  the  puerperium 
were  normal. 

Syniptomatolofjji. 

Various  classifications  of  the  clinical  aspects  of  this 
<lisease  have  been   suggested,  such  as  that  of  Stoeckel,  whose 
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arrangement  is  :  (1)  slitiht  cases :  (2)  medium ;  (3)  very  severe 
cases. 

Albeck  classifies  them  as : — 

(1)  Cases  of  pyuria  with  fever. 

(2)  Cases  of  pyuria  without  fever. 

(3)  Cases  of  bacilluria  without  pus  or  fever. 

There  is  no  system  of  chissification  entirely  satisfactory  ;  but 
in  order  to  obtain  a  clear  idea  of  the  varying  aspects  in  which 
the  disease  may  present  itself,  we  will  consider  first  the  acute 
condition,  then  the  clironic  type,  and,  lastly,  the  slight  or 
evanescent  cases. 

I.  Acute  Cases. 

The  disease  may  first  manifest  itself  as  early  as  the  fourth 
month  of  pregnancy,  liut  it  has  been  .recognised  at  all  the 
subsequent  months  of  gestation,  probably  the  most  frequent 
being  the  fifth  and  sixth  months. 

In  my  own  cases  1  have  observed  it  to  be  more  frequent 
in  primiparse,  and  this,  I  think,  is  the  general  experience ;  but 
it  may  complicate  the  first  or  any  subsequent  pregnancy. 
Acute  cases  are  divisible  into  two  groups :  (1)  Those  with 
Madder  symptoms;  (2)  those  showing  renal  disturhancc,  with 
few,  if  any  liladder  symptoms.  The  latter  group  constitutes 
the  great  majority  of  cases.  The  patient  is  suddenly  seized 
with  rigor  and  high  temperature,  accompanied  by  diffuse 
abdominal  pain,  which  suon  becomes  restricted  tu  the  right  renal 
region;  nausea  and  vomiting  are  not  infrequent.  Furred 
tongue,  and  in  most  cases  constipation,  are  present. 

The  urine  is  scanty  and  high  coloured,  and  in  some  cases 
frequency  of  micturition  and  dysuria  are  complained  of. 

On  physical  examination  there  is  rigidity  of  the  abdominal 
muscles,  especially  on  the  right  side.  The  patient  at  first  has 
some  difficulty  in  locating  the  seat  of  pain,  but  frequently  she 
indicates  the  appendix  area  as  the  site  of  greatest  suffering. 
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Many  cases  shnw,  even  at  an  early  sta^e,  a  decree  of  meteorisni. 
althou.uh  in  the  majority  this  does  not  appear  until  after  some 
days. 

I'alpation  readily  detects  some  tenderness  at  one  of  the 
three  sides,  the  commonest  site  being  over  M'Burney's  point. 
In  a  number  of  cases  where  the  bladder  symptoms  are  pro- 
nounced the  tenderness  is  most  marked  over  that  organ ;  but. 
although  less  frequent,  yet  tlie  most  characteristic  feature  recog- 
nised on  physical  examination,  is  the  extreme  Injpercesthcsin 
over  a  wide  area  in  the  right  kidney  rerjion.  This  area  of  tender- 
ness I  have  so  invariably  found  present,  in  my  pyelitis  cases, 
that  I  have  come  to  look  on  it  as  a  sign  calling  for  a  careful 
urinary  examination.  In  fact,  T  lay  it  down,  as  a  rule,  for  my 
own  guidance,  that  when  a  pregnant  woman  complains  of 
tenderness  over  M'Burney's  point,  accompanied  by  a  right-sided 
hypera^sthesia  in  the  costo-vertebral  angle  the  case  is  more 
likely  to  be  an  affection  of  the  urinary  system  than  of  the 
appendix. 

Per  vofjinam. — In  the  bladder  cases  there  will  be  tenderness 
present  over  the  whole  of  the  posterior  bladder  wall,  l»ut 
especially  so  over  the  trigone  area.  In  a  large  percentage  of 
cases  there  is  found  a  very  tender  spot  just  at  the  site  where 
the  right  ureter  enters  the  bladder ;  the  ureter  here  may  1  )e  so 
thickened  or  dilated  as  to  be  readily  palpable  from  the  vagina. 

Temperature. — The  fever  is  usually  preceded  by  a  chill,  or 
there  may  lie  repeated  rigors,  with  temperature  rising  to 
104''  F.,  and  falling  in  the  morning  to  99  F.,  or  even  to  97°  F., 
just  as  in  a  malarial  infecti(jn.  In  .some  cases  the  renal  pain 
})recede.s  the  rise  of  temperature,  while  in  others  the  pain 
and  temperature  ap]i(>ar  together.  After  a  f"W  days,  it  may  be 
by  the  end  of  a  week,  the  intermittent  aspect  disappears  from 
the  temperature  chart,  and  now  tlie  curve  remains  ptTsistcntly 
high,  usually  indicating  either  involvement  of  renal  tissue 
or  that  the  Iiacillus  has  attacked  some  other  organ,  usually  the 
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opposite  urinary  tract.  With  this  continued  high  temperature 
the  patient  gradully  assumes  a  poisoned  look,  and  more  or  less 
delirium  will  now  be  present. 

Pulse. — The  pulse-rate  for  several  days  remains  compara- 
tively low,  100  to  110,  until  some  complication  arises,  when 
the  rate  becomes  increased. 

Pain. — This,  as  already  indicated,  is  invariably  present, 
and  may  be  located  by  the  patient,  either  to  the  upper  or  to 
the  lower  part  of  the  urinary  system. 

The  minority  of  cases  show  the  pain  in  the  region  of  the 
bladder,  while  the  greater  number  of  cases  have  the  renal 
colic  pain  with  a  wide  area  of  hypersesthesia  over  the  hypo- 
gastric region,  especially  on  the  posterior  aspect. 

James  Mackenzie,  in  his  recent  book,  Symptoms  and  their 
Interpretation,  has  clearly  demonstrated  that  what  we  are  so 
accustomed  to  call  "  renal  pain  "  is  not  in  reality  sensitiveness 
of  that  organ,  for  the  kidney,  like  other  viscera,  is  in  large 
measure  insensitive,  but  that  it  is  of  the  nature  of  a  referred 
pain  of  the  overlying  structures,  and  especially  of  the  muscles. 

Therefore  the  symptom  here  described  is  not  so  much 
cutaneous  hyperesthesia  as  a  hyperalgesia  of  the  underlying 
muscle  layers. 

Urine. — Physical  examination  of  catheter  specimen.  The 
odour  is  described  by  some  as  being  fish-like,  but  this  I  have 
never  observed ;  in  fact,  in  the  majority  of  my  cases  the  urine 
has  had  no  characteristic  smell,  certainly  never  any  faecal 
odour,  which  the  B.  coli  is  said  to  aid  in  producing  while 
in  the  alimentary  canal. 

Escherich,^  who  so  long  ago  as  1885  was  one  of  the  first 
to  distinguish  this  organism  from  the  bacillus  typhosus,  has 
shown  that  when  albuminoid  bodies  are  present  in  the  urine 
the  B.  coli  may  disintegrate  these  and  set  free  such  products 
as  indol  and  sulphuretted  hydrogen. 

'  Kelle  and  Wassermann,  Ilandbuch  de  Path. -Mik. -organ,  Bd.  xi. 
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Further,  it  is  important  to  remember  that  when  the  B.  coll 
is  present  in  the  freshly  voided  urine  in  pure  culture  tltcre  is 
no  ainmo)ii((<al  odour,  for  this  organism,  unlike  many  others, 
lias  no  power  to  split  urea. 

Quantity  and  appearance. — The  urine  may  be  passed  in 
moderate  quantity  with  or  without  frequency  and  pain.  In 
B.  coli  pyelitis  or  cystitis  the  urine  is  most  frequently  turhid, 
due  partly  to  the  presence  of  mucus  from  the  associated  catarrh 
of  the  urinary  passages,  and  also  to  the  presence  of  flakes  of 
lympli  and  shreds  of  epithelium  and  pus  cells.  In  simple 
cases  of  bacilluria,  i.e.,  where  there  is  no  inflammatory  lesion, 
and  where  the  organism  is  not  very  abundant,  the  urine  may 
be  perfectly  clear,  but  in  other  cases  of  bacilluria  with  very 
abundant  organisms,  the  urine  is  turbid  and  very  close!// 
resembles  tliat  proiluccd  hy  2Jyuria. 

Beaction  and  si>ecific  /jravity. — At  one  time  the  view  pre- 
vailed that  in  cases  of  cystitis  the  urine  was  alhaline,  while  the 
urine  of  nephritis  was  acid.  In  this  condition  the  reaction 
is  invariably  acvl,  at  least  when  the  bacillus  coli  is  present 
in  pure  culture  such  reaction  is  usually  inimical  to  the  growth 
of  most  other  organisms;  and  yet  the  B.  coli  tends  to  thrive 
in  such  a  medium;  but  should  the  infection  be  mixed  with, 
say,  staphylococci  or  streptococci,  then  the  urinary  reaction 
may  be  neutral  or  even  alkaline;  that  is  to  say,  the  reaction 
of  the  urine  depends,  not  on  the  site  of  the  inflammation,  but 
on  the  nature  of  the  onjanism  catising  the  infection. 

Regarding  the  specific  gravity,  there  is  seldom  any  marked 
abnormality. 

Chemical  examination. — Siiyar  is  very  rarely  present,  but 
albumin  in  small  quantity  is  seldom  absent,  and  this  may 
arise  from  the  pyuria  that  is  present  or  it  may  be  due  to  the 
presence  of  blood. 

Hccmaturia. — Although  this  is  not  an  infrequent  complica- 
tion of  ])regnancy,  it  is  comparatively  rare  in  this  disease.     In 
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only  one  of  my  cases  was  it  very  marked,  and  then  it  was  due  to 
a  hoemorrhagic  cystitis  that  developed  primarily  to  the  pyelitis. 

The  term  "  idiopathic "  or  "  essential "  haematuria  of 
pregnancy  supposed  to  be  due  to  some  vasomotoi*  change 
of  the  renal  vessels,  was  formerly  much  used;  l)ut  with 
more  precision  in  pathological  detail,  due  especially  to  the 
work  of  Albarran  and  Rovsing,  such  theories  of  idiopathic 
causation  have  been  displaced,  so  that  now,  in  a  case  of 
hsematuria  of  pregnancy,  if  the  early  vascular  changes  of 
chronic  nephritis  (earlier  even  than  the  appearances  of  albumen 
and  casts)  can  be  excluded,  the  physician  has  to  make  a 
diagnosis  between  eclampsia,  blood  diseases,  presence  of 
infective  organisms,  growth,  or  calculus. 

Microscopically. — Pus  cells  and  active  leucocytes  are  present 
in  more  or  less  number,  and  the  B.  coli  is  recognised 
usually  in  pure  culture,  either  in  clumps  or  in  isolated 
distribution ;  some  red  cells  may  also  be  present,  and 
frequently  a  considerable  amount  of  epithelial  debris.  The 
former  teaching  was,  if  the  pus  was  from  the  kidney,  and 
not  from  the  bladder,  the  urine  was  acid  and  the  epithelial 
cells  caudate  in  appearance,  such  epithelium  being  thought 
to  be  characteristic  of  the  renal  pelvis;  whereas,  when  the 
pus  was  of  bladder  origin,  the  urine  would  be  alkaline  and 
the  epithelium  of  the  stratified  type.  But  we  now  know 
that  during  an  attack  of  cystitis  there  is  frequently  found 
a  changing  form  of  the  bladder  epithelium,  so  as  to  make  it 
practically  indistinguishable  from  renal  pelvis  epithelium. 
Eanshoff,^  quoting  Senator,  observes  "  that  a  preponderance 
in  the  sediment  of  mononuclear  cells  hesj^eal'S  the  renal  origin 
of  pus." 

The  only  method  of  definitely  distinguishing  the  source 
of  pus  is  a  careful  study  of  the  clinical  symptoms  plus  a 
cystoscopic  examination  with  ureteral  catheterisation.  The 
'  Keen's  System  of  Surgery,  vol.iv. 
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urine,  after  some  days  of  the  acute  infection,  may  manifest 
involvement  of  the  renal  parenchyma  by  the  presence  of 
alnindant  epithelial  easts. 

Blood  examination.- — -The  rod  cells  usually  slinw  the  changes 
characteristic  of  a  secondary  anaemia;  the  polynuclear  leuco- 
cytes are  markedly  increased.  Although  in  many  cases  there 
are  strong  grounds  for  the  suspicion  tliat  the  infection  is  a 
haematogenous  one,  yet  the  recovery  of  the  B.  coli  from  the 
blood  is  exceedingly  rare,  in  this  showing  a  parallelism  with 
the  tubercle  bacillus.  This,  notwithstanding  the  observations 
of  Rosenberger.^ 

Course  of  the  disease. — Acute  cases  untreated  run  a  course 
of  several  weeks,  with  a  deepening  toxaemia  and  repeated 
rigors.  Should  the  patient  not  abort,  the  renal  parenchyma 
is  soon  involved,  the  case  becoming  then  one  of  septicaemia. 

II.  Chronic  Type. 

The  onset  is  more  insidious,  and  has  the  following  clinical 
features :  malaise,  muscular  pains,  irregular  temperature,  the 
persistence  of  wliich  may  l)e  the  first  thing  to  attract  attention. 
Bladder  symptoms  may  be  slight  or  absent.  Pain  and 
tenderness  of  the  structures  overlying  the  kidney  and  ureter, 
although  not  nearly  so  marked  as  in  acute  cases,  is  always 
present.  The  complaint  of  headaches  and  general  fatigue, 
with  ill-health,  plus  the  presence  of  some  albuminuria,  lead 
sometimes,  after  a  negative  "VVidal  result,  to  the  diagnosis  of 
"  pregnancy  kidney "  or  the  pre-eclamptic  state,  unless  a 
careful  urinary  examination  has  been  made.  It  is  not  without 
interest  to  note  that  in  several  non-pregnant  women,  whose 
cases  have  been  diagnosed  as  neurasthenia  or  chronic  hysteria, 
I  have  found  pus  in  the  urine  along  with  large  numbers  of 
Ji.  roll  even  although  in  such  cases  there  may  not  have  been 
any  urinary  symptoms. 

'  Ameriaiu  .hmrti'tl  <y  .Ufdi'ral  ,S'ojV»o<.'J,  Ft-b.  1900. 
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III.  Slight  Cases. 

These  naturally  are  often  overlooked  ;  but,  givcMi  a  pregnant 
woman  complaining  of  intermittent  attacks  of  "  lumbago,"  with 
griping  pains,  especially  over  the  right  side,  accentuated  now 
and  then,  and  with  attacks  of  urinary  frequency,  the  urine 
ought  to  be  carefully  examined  for  evidence  of  B.  coli  infection. 
StoeckeP  asserts  that  such  cases  are  by  no  means  rare,  but 
that  they  seldom  come  before  the  physician,  the  complaint 
being  considered  as  trivial.  In  many  of  such  "  lumbago " 
cases  he  has  catheterised  the  ureters  and  been  able  by  this 
means  to  prove  a  pronounced  retention  of  urine  in  the  kidney 
pelvis,  especially  on  the  right  side.  He  concludes  that  these 
cases  show  the  earliest  manifestations  of  urinary  obstruction. 

Bacteriology. 

Although  it  is  only  a  quarter  of  a  century  since  Esclierich 
first  isolated  the  B.  coli  comriiunis,  separating  it  from  the 
typhoid  bacillus,  with  which  it  is  morphologically  identical, 
yet  in  that  time  no  other  bacterium  has  shown  such  a  variable 
pathogenic  history. 

Found  in  large  numbers  in  the  human  intestinal  canal,  and 
even  in  the  stools  of  the  newly-born,  in  association  with 
perfect  health,  the  B.  coli  was  originally  considered  to  be 
harmless.  But  from  post-morteiu  examinations  its  presence 
was  detected  in  so  many  and  so  diverse  situations  that  it 
became  credited  with  being  the  causal  factor  in  many  diseases. 
Later,  especially  from  the  writings  of  Tavel  and  Lang,  it  was 
usual  to  look  upon  this  bacillus  as  non-pathogenic,  and  now 
another  change  of  opinion  has  developed,  for  at  present  the 
B.  coli  has  come  into  vogue  again,  as  the  active  factor  in 
several  pathological  states. 

In  1905,  Dudgeon  and  Sargent,  in  their  painstaking  and 
convincing  work,  The  Bacteriology  of  Peritonitis,  clearly 
^  Zeits.  f.  Gyn.  ii.  Urologie,  1908,  Bd.  i.,  p.  43. 
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demonstrated  the  pathogenic  influence  of  the  bacillus  coli, 
and  summarised  its  influence  thus:  "The  B.  coli  plays  the 
greatest  part  in  hurrying  our  peritonitis  cases  from  the  wards 
to  the  post-mortem  room." 

The  bacillus  is  least  virulent  in  the  normal  bowel,  but  in 
diseased  conditions  of  the  gut,  or  when  the  organism  strays 
from  the  intestinal  canal,  it  is  prone  to  initiate  a  more  oi 
less  virulent  infection. 

Whether  we  agree  or  do  not  with  the  view  that  has  been 
suggested,  namely,  that  the  name  B.  coli  comviunis  is  a 
generic  title  applicable  to  a  number  of  different  organisms, 
there  is  no  doubting  tlic  fact  that  this  organism  exists  in 
varying  strains,  as  Dudgeon  and  Sargent,  in  an  interesting- 
observation,  have  shown.  They  isolated  three  strains  from 
the  peritoneal  exudate  of  a  case  of  ruptured  typhoid  ulcer, 
and  found  that  two  of  them  differed,  both  culturally  and  in 
their  pathogenicity  to  guinea-pigs. 

A  point  of  some  importance  that  must  not  be  overlooked 
in  considering  the  bacteriology  of  this  disease  is  the  not 
infrequent  association  of  the  bacillus  coli  complicating 
tulierculous  lesions  of  the  genito-minary  system. 

Eutherford  Morison  has  long  held  and  taught  that  these 
cases  of  B.  coli  infection  of  the  urinary  tract,  especially  the 
chronic  type,  should  be  carefully  examined  and  treated  for  the 
presence  of  a  tuberculous  infection. 

Sidney  Martin,  in  his  Hunterian  Lecture  for  1909,  describes 
the  function  of  the  B.  coli  in  the  intestine  as  being  antagonistic 
to  the  putrefactive  bacteria. 

In  the  tissues  the  bacillus  libeiates  an  mdotoxiii,  and  in 
the  urinary  tract,  should  there  be  any  degree  of  retention  of 
urine,  these  endotoxins  are  absorbed  into  the  system,  setting 
up  such  constitutional  disturbances  as  have  been  already 
described,  and,  further,  exciting  the  formation  of  bactericidal 
and    agglutinating    substances,    which    are     of     considerable 
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diagnostic  value.  For,  although  the  blood  is  usually  sterile, 
yet  in  urinary  cases  it  will  frequently  agglutinate  a  strain 
of  the  bacillus  taken  from  the  faeces  of  the  patient. 

Pfaundler  ^  concludes  his  observations  on  this  subject  witli 
the  assertion  that  there  is  no  agglutinative  action  of  the  serum 
of  a  healthy  individual  from  the  presence  of  B.  roli  in  the  gut, 
but  when  the  organism  is  present  in  the  urinary  passages,  then 
tlie  agglutinative  result  is  positive. 

Fehling  -  reports  a  case  of  B.  coli  pyelonephritis  with  fever 
for  14  days  ante-partum ;  and  at  delivery  cultures  from  both 
the  maternal  and  foetal  blood  were  sterile ;  but  a  fortnight 
after  delivery  the  mother's  blood  diluted  1  to  150  agglutinated 
a  B.  coli  isolated  from  the  patient's  urine. 

This  subject  of  serum  agglutination  of  B.  coli  has  been 
exhaustively  reviewed  by  Coleman  and  Hastings."^ 

Albeck,*  in  92  cases  of  pregnancy  pyelitis,  found  the 
B.  coli  76  times  in  pure  culture. 

Although  the  B.  coli  is  the  most  frequent  (trganism  in 
genito- urinary  infections,  it  is  not  the  most  serious,  for,  as 
pointed  out  by  Albarran  and  others,  both  streptococcal  and 
staphylococcal  infections  are  much  more  lethal.  The  question 
as  to  the  severity  of  cases  of  mixed  infections  of  B.  coli  with 
other  pyogenic  organisms  remains  still  unanswered ;  certainh- 
one  of  the  most  severe  cases  that  I  have  seen  was  one  of  a 
mixed  infection. 

Diagnosis. 

Cases  where  the  bladder  symptoms  are  pronounced  seldom 
fail  to  be  recognised,  as  they  at  once  direct  attention  to  the 
urinary  system,  but  in  cases  where  the  disease  attacks  the 
upper  urinary  passages,  namely,  the  ureter  and  renal  pelvis 

1  Zentralh.f.  Bacteriol.,  1898,  Bd.  xxiii. 

'■^  Muench.  vi.  Wochns.,  1907,  p.  1313. 

^  American  Journ.  of  Med.  Sciences,  Feb.  1909. 

■*  Zeits.f.  Geh.  v.  Gyn.,  1907,  Bd.  Ix. 
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(and  these  constitute  the  great  majority  of  acute  cases),  the 
diagnosis  is  not  quite  so  apparent,  owing  largely  to  a  wrong 
interpretation  of  the  symptoms  complained  of. 

I  attach  considerable  importance  to  the  following  points 
ill  the  clinical  picture: — 

1.  A  rigor  with  sudden  elevation  of  temperature  occurring 
to  a  pregnant  woman  apparently  in  good  health. 

2.  Sudden  onset  of  acute  abdominal  pain,  especially  on 
the  right  side. 

3.  .Vttacks  of  "lumbago"  during  pregnancy. 

4.  Well-defined  tenderness  in  the  appendix  area,  but 
associated  with  a  wide  area  of  hypenesthesia  over  the  right 
renal  neighbourhood. 

5.  Acute  abdominal  distention,  sometimes  so  marked  as  to 
cause  considerable  respiratory  embarrassment  (and  yet  seldom 
described). 

6.  A  i)rcr)'nan<"ii  cystitis  that  persists  in  spite  of  the 
customary  treatment. 

7.  Pyuria  in  pregnancy. 

In  the  investigation  of  the  complications  of  pregnancy 
how  very  frequently  examination  of  the  urinary  system  is 
cither  omitted  altogether,  or  at  least  postponed  until  most 
of  the  other  organs  have  been  examined. 

We  are  prone  to  consider  the  renal  function  only  by 
way  of  second  thought,  or  it  may  be  because  our  treatment 
of  such  Conditions  in  the  past  has  been  unavailing. 

As  a  profession  we  have  not  yet  clearly  Jioticed  the  fact 
that  the  kidney  function  is  not  only  of  prime  importance,  but 
is  the  onr  system  most  likely  to  be  i-alled  upon  to  bear  the 
Ijrunt  of  any  pathological  state  complicating  pregnancy.  The 
usual  cursory  examination  for  the  presence  or  absence  of 
albumen  is  most  inadequate;  even  microscopic  and  ]»atho- 
logical  examinations  are  not  entirely  satisfactory.  In  these 
days  there  can  be  no  excuse,  with  the  above-mentioned  clinical 
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features,  for  omitting  cystoscopic  examination  and  ureteral 
cathetorisation,  for  such  methods  are  essential  to  the  com- 
pletion of  the  diagnosis  of  "  pregnancy  pyelitis." 

Differential  Diagnosis. 

The  remarkable  mimicry  by  this  disease  of  many  of  the 
intraperitoneal  sources  of  infection  has  already  been  indicated. 

Brewer,  in  his  paper  on  "  Acute  Unilateral  H?ematogenous 
Infections  of  the  Kidney,"^  reports  eight  cases,  of  which  one 
was  diagnosed  as  an  acute  cholecystitis,  one  as  a  perforating 
lesion  of  the  colon  and  five  as  cases  of  acute  appendicitis. 

1.  Appendicitis.  The  seriousness  of  appendicitis  as  a 
complication  of  pregnancy  is  well  recognised ;  it  is  associated 
with  high  mortality,  both  for  mother  and  child. 

This  is  not  so  much  due  to  any  difference  in  the  tj'pe  of  the 
disease  from  that  occurring  in  the  non -pregnant  state,  but 
rather  to  the  fact  that  the  symptoms  are  frequently  inter- 
preted as  being  due  to  the  pregnancy,  and  are  consequently 
ignored. 

Murphy-  puts  the  matter  thus:  "The  association  of  the 
two  conditions  is  serious,  as  the  diagnosis  is  usually  tardy,  the 
operation  late,  inducing  premature  labour  in  the  presence  of 
sepsis."  The  pregnancy  undoubtedly  tends  to  aggravate  any 
inflammatory  condition  that  may  be  latent  in  the  appendix. 

Case  I.  (v.  sup)ra)  is  a  typical  example  of  the  difficulties  in 
iliagnosis.  The  sudden  onset,  with  rigor,  high  temperature  and 
rapid  pulse,  occasionally  vomiting,  muscular  rigidit}'  over  the 
right  lower  quadrant  of  abdomen,  tenderness  over  M'Burney's 
point,  and  constipation  are  all  clinical  features  applicable  to 
1  Mjth  appendicitis  with  pregnancy  and  pregnancy  pyelitis. 

In  two  similar  cases  recently  I  saw  the  abdomen  opened  for 
appendicitis   to    show   in   each   instance   a   healthy  appendix ; 

^  Amer.  Surg.  Assoc,  May  1908  ;  Sun/.  Obstet.  and  Gymecol.,  1908. 
^  Keen's  Surgery,  vol.  iv..  p.  766. 
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urinary  examination  afterwards,  along  with  ureteral  catheteri- 
satinn,  revealed  the  true  causation;  they  were  examples  of  B. 
coli  pyelitis. 

Tenderness  over  M'Burney's  point  should  not  be  considered, 
as  it  often  is,  pathognomonic  of  appendicitis,  for  other  inter- 
pretations are  obtainable.  The  wide  distribution  of  hyperses- 
thesia  and  muscle  hyperalgesia  over  the  right  costo-vertebral 
area  should  always,  in  such  cases,  suggest  complete  examination 
of  the  urinary  system,  and  appendicectomy  should  be  deferred 
until  this  has  been  done. 

C.  B.  Lockwood  ^  has  called  attention  to  this  subject,  thus : 
"  The  resemblance  to  an  attack  of  pelvic  peritonitis  caused  by 
some  such  inflamed  organ  as  the  appendix  is  very  close,  because 
the  patients  will,  in  a  serious  and  acute  degree  of  coli  bacillus 
cystitis,  suffer  considerably  from  abdominal  distention  and 
flatulence,  high  temperature  with  rigor,  intense  abdominal  pain, 
increased  frequency  and  painful  micturition." 

Some  time  ago  I  was  asked  by  a  medical  man  to  see  his 
wife,  whom  he  suspected  as  suffering  from  right  tubal 
pregnancy.  She  was  a  multipara,  aged  31,  and  was  then 
pregnant  in  utero  four  months.  The  onset  of  pain  over  the 
right  lower  quadrant  was  sudden,  accompanied  by  frequency  of 
micturition,  and  temperature  101-6    F. 

On  careful  bimanual  examination  I  excluded  any  tubal 
mischief,  although  there  was  tenderness  over  the  roof  of  the 
vagina  on  the  right  side ;  abdominally,  there  was  considerable 
pain  and  tenderness  complained  of  over  the  appendix  region  ; 
rectal  examination  was  negative. 

In  view  of  the  associated  pregnancy,  I  advocated  the 
removal  of  her  appendix;  this  was  done,  but  the  organ  was 
found  to  be  quite  healthy. 

The  right  ureter  was  noted  to  l)e  much  dilated,  but  there 
was  no  trace  of  any  calculus. 

'  ClijiicnJ  Joiir/Kif,  Nov.  13,  1907. 
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On  tlie  following  day  urinary  examination,  which  had 
previously  been  omitted,  revealed  the  presence  of  a  considerable 
quantity  of  pus.  The  bacteriological  report  was  that  che  B.  coli 
was  present  in  pure  culture,  together  with  numerous  epithelial 
cells. 

This  case  impressed  upon  me  the  absolute  necessity  of  a 
careful  urinary  examination  and  ureteral  catheterisation  before 
considering  the  appendix  operation  in  a  pregnant  woman. 

"  In  one  month,"  says  Clarence  Webster,^ "  I  saw  in  consulta- 
tion four  cases  of  pregnant  women  in  which  operation  for 
appendicitis  had  been  recommended,  when  only  right-sided 
pyeloureteritis  existed.  In  each  of  these  cases  vaginal  examma- 
tion  revealed  a  tender  right  ureter." 

2.  Acute  intestinal  obstruction.  The  sudden  onset  of  acute 
abdominal  pain  with  distention  and  vomiting,  occurring  in  the 
midst  of  good  health,  is  not  by  any  means  unlike  an  obstructive 
lesion  of  the  gut. 

One  case  related  to  me  l:)y  a  surgical  colleague  was  that  of  a 
woman  eight  months  pregnant  with  marked  abdominal  disten- 
tion and  pain.  He  opened  the  abdomen  on  the  diagnosis  of 
intestinal  obstruction,  but  failed  to  find  any  lesion.  At  the 
post-mortem  examination  the  only  discoverable  lesion  was  a 
bilateral  pyelitis. 

Mackenzie  -  in  referring  to  abdominal  distention  as  a  reflex 
symptom  of  renal  pelvis  lesion,  quotes  the  following  interesting 
case  :  "  I  was  summoned  to  do  a  laparotomy  for  obstruction  of 
the  bowel.  When  I  saw  the  patient,  the  symptoms  certainly 
pointed  to  an  obstruction  of  the  bowel,  for  no  ffeces  or  flatus  had 
passed  for  two  days,  the  abdomen  was  greatly  distended  and  all 
the  muscles  firm  and  rigid.  I  had  much  difficulty  in  passing 
my  finger  through  the  anus  on  account  of  the  firm  contraction 

1  Clarence  Webster,  "Mistakes  in  Diagnosis,"  Surg.  Ohstet.  and 
GyncBcol.,  April  1910. 

^  Symptoms  and  their  Interpretation,  Jas.  Mackenzie,  p.  180. 
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of  the  sphincter.  .  .  .  While  piuzHng  over  the  case,  I  insisted 
on  the  patient  placing  her  hand  oji  the  site  of  the  spasm  when 
it  started,  and  on  following  its  course  when  it  radiated.  The 
region  thus  indicated  was  so  perfectly  typical  of  the  pain  of  renal 
colic  .  .  .  that  I  unhesitatingly  said  that  the  patient  had  a 
renal  calculus,  and  that  the  abdominal  distention  was  due  to 
the  unyielding  contraction  of  the  sphincters.  After  two  days 
the  patient  passed  a  small  calculus." 

Lock  wood  has  drawn  attention  to  the  presence  of  consider- 
able abdominal  distention,  sometimes  complicating  B.  coli 
cystitis;  but,  in  the  writer's  experience,  this  symptom  has 
been  more  frequently  present,  and  even  to  a  greater  extent,  in 
cases  where  the  infection  has  attacked  the  higher  reaches  of  the 
urinary  tract. 

3.  Other  intra-2^crifoncal  infections  may  be  closely  imitated 
by  this  disease,  and  an  important  one  is  that  of  the  biliary 
apparatus,  e.g.,  acute  cholecystitis.  This  mistake  in  diagnosis  is 
easily  made,  especially  in  the  cases  of  pyelitis  associated  with 
jaundice ;  but  fortunately  such  cases  are  not  very  common, 
apart  from  the  urosepticsemic  type,  where  the  B.  coli  is  readily 
detected  in  the  blood  stream  and  the  seeds  of  infection  are 
widely  scattered. 

A  mistake  that  can,  as  I  know,  occur,  is  when  draining  the 
gall-bladder  in  a  case  of  B.  coli  cholecystitis,  to  overlook  the 
pyelitis  that  may  be  masked  by  the  biliary  symptoms. 

It  is  not  without  interest  in  this  connection  to  note  the 
observation  which  has  frequently  been  made,  namely,  that  the 
cases  of  acute  cholecystitis  which  complicate  typhoid  fever  and 
influenza  are  often  due  to  the  hacillus  coli  commnnis. 

4.  Malaria.  Batty  Shaw,^  in  a  most  interesting  lecture, 
reports  several  cases,  although  not  associated  with  pregnancy, 
which  well  illustrate  the  difficulties  in  diagnosis.  These  cases 
of  B.  roll  pyelitis  were  sent  into  hospital,  diagnosed  as  malaria, 

'  Clinical  Joiinuil,  Feb.  12,  1908. 
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l)ecause  of  the  sudden  onset,  the  rigors,  and  the  intermittent 
temperature,  but  the  characteristic  parasite  was  not  detected  in 
the  blood. 

5.  Pneumonia  and  Pleurisy.  Case  II.  (v.  siqrra)  shows  the 
resemblance  to  pleurisy  of  the  right  side.  Of  one  of  his 
published  cases,  Stoeckel  ^  says :  "  She  had  been  having  treat- 
ment for  a  right-sided  pleuritis,  and  was  sent  into  hospital  on 
suspicion  of  an  acute  general  infection.  Illness  began  four 
weeks  previously  with  rigors,  pain  on  the  right  side,  and 
rough ;  improvement  after  fourteen  days,  and  then  sudden 
recurrence  of  rigor,  fever,  pain,  and  cough,  but  no  bladder 
symptoms." 

This-  error  in  diagnosis  is  certainly  excusable  when  one 
recalls'the  close  topographical  proximity  of  the  two  organs  and 
their  innervation. 

Box,-  in  writing  of  the  B.  coli  infections  of  the  urinary 
tract  in  children,  points  out  the  liability  to  mistake  pyelitis  for 
pneumonia. 

Trosseau's  famous  aphorism,  "whenever  an  infant  complains 
of  pain  in  the  abdomen,  carefully  examine  the  chest,"  occasion- 
ally requires  to  be  inverted  when  applied  to  the  adult,  for  the 
diagnostic  features  of  pyelitis,  sudden  onset,  with  rigor,  the 
acute  costo-vertebral  pain,  high  temperature  and  pulse,  may 
readily  be  mistaken  for  an  acute  pneumonia,  where  the  consolida- 
tion has  not  yet  so  far  advanced  to  the  surface  as  to  give  the 
characteristic  physical  signs. 

6.  Penal  and  Ureter  Stone.  The  sudden  onset,  the  severity 
of  the  pain,  its  distribution  downwards,  the  renal  area — tender- 
ness and  vomiting,  occasionally  present  a  striking  resemblance 
to  the  pain  accompanying  the  passage  of  a  renal  calculus.  The 
passage  of  a  renal  calculus  may  not  only  be  simulated  by  a 
B.   coli    pyelitis,   but   by   lowering   the   local    resistance,    the 

'  Zeits.  f.  Gyn.  Urologie,  Heft  i.,  p.  44. 
-  Lancet,  Jan.  11,  1908. 
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calculus  becomes  a  predisposing  factor  to  pyogenic  infection, 
and  this  is  all  the  more  likely  when  pregnancy  is  present. 
Recently  I  saw  in  consultation  the  following  case : — 
Mrs  J.,  aged  34,  quintipara,  pregnant  six  months ;  previous 
health  good,  even  since  pregnancy  commenced.  In  the  midst 
of  household  duties,  she  was  suddenly  seized  with  very  severe 
pain  over  her  left  side,  "  catching  her  breath."  She  was  unable 
to  lie  down  owing  to  the  pain. 

Her  doctor  reported  temperature  103' F.,  pulse  110,  and  the 
examination  of  the  urine  and  chest  to  be  negative.  She 
vomited  frequently,  and  felt  sick  after  everything  she  took. 

On  physical  examination  the  abdomen  was  distended  much 
beyond  the  normal  six  months  size,  but,  owing  to  the  rigidity 
and  the  wide  area  of  tenderness,  it  was  not  possible  to  palpate 
the  left  kidney. 

Vaginal  and  rectal  examination  negative. 
The  treatment  adopted  previous  to  my  seeing  her  was  the 
application  of  heat,  and  a  hypodermic  of  morphia  for  the 
agonising  pain.  I  suggested  the  advisability  of  rupturing  the 
membranes  to  allow  the  pregnant  uterus  to  descend  from  the 
kidney  area,  and  this,  with  the  consent  of  the  patient,  was  easily 
acconiplislied,  the  result  being  almost  instantaneous  relief  from 
her  pain  and  sickness. 

Some  six  hours  afterwards  the  patient  delivered  herself  of  a 
dead  foetus. 

On  the  following  day  urinary  examination  showed  a  fair 
quantity  of  pus,  and  now  the  left  kidney,  although  the  over- 
lying muscles  were  still  very  tender,  was  readily  palpable,  and 
found  to  be  much  enlarged. 

The  puerperium  was  normal  until  the  fourteenth  tlay, 
when  the  pain  in  the  kidney  region  returned,  and  the  temperature 
rose  to  102'  F. 

It  was  now  deemed  advisable  to  remove  the  patient  to 
hospital  to  have  the  left  kidney  exposed  by  operation,  and  this 
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was  (lone,  the  functional  capacity  of  the  opposite  kidney  having 
been  previously  estimated. 

The  left  kidney  was  removed,  and  proved  to  be  the  seat  of  a 
large  pyonephrosis,  containing  B.  coli  pus  and  some  six  or  eight 
calculi. 

Eecovery  was  uninterrupted. 

Etiology. 

Of  the  many  aspects  of  this  disease  there  is  none  more 
interesting,  and  at  the  same  time  so  complex  and  obscure,  as 
that  of  causation. 

The  problems  that  suggest  themselves  for  solution  under 
this  heading  are  these : — 

1.  How  does  the  bacillus  gain  access  to  the  urinary 
passages  ? 

2.  The  relationship  between  retention  of  urine  and  infection. 

3.  The  marked  frequency  of  the  infection  on  the  right 
side. 

4.  The  influence  of  the  pregnant  uterus  as  a  causal  factor. 

Hov)  the  Bacillus  gains  Access  to  the  Urine. 

Many  varying  hypotheses  have  been  propounded  for  the 
solution  of  this  question,  but  we  are  able  to  recognise  among 
the  different  authorities  two  opposing  ideas : — 

{a)  Those  in  favour  of  an  ascending  or  urogenous  infection. 

(&)  Those  who  support  the  descending  or  hsematogenous 
view. 

There  is  much  to  be  said  in  support  of  both  views,  and 
doubtless  the  truth  will  be  found  in  the  statement  that  both 
are  at  times  correct. 

The  older  theory,  that  of  the  infection  through  the  blood, 
is  strongly  supported  by  the  majority  of  French  observers, 
who  state  that  there  is  a  "  wandering  through  "  the  intestinal 
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wall  from  some  lesion  of  its  mucosa,  and  that  thus  the  bacilli 
gain  access  to  the  lymph  or  blood  streams,  and  are  finally 
excreted  by  the  kidney. 

Such  intestinal  lesion  must  be  nf  frequent  occurrence,  and 
we  would,  therefore,  if  this  view  is  correct,  expect  a  pyelitis, 
or  at  least  a  bacilluria,  to  be  very  frequently  observed. 

The  late  Professor  Hamilton,  in  a  report  to  the  Board  of 
Agriculture  of  his  wurk  on  the  intestinal  infections  of  the 
sheep,  stated  that  at  certain  seasons  of  the  year  some  of 
the  tetanoid  group  of  bacilli  were  able  to  migrate  through 
the  intestinal  wall,  to  gain  access  to  the  peritoneal  fluid 
and  thereafter  to  produce  certain  diseases,  whereas  at  other 
seasons,  similar  organisms  could  be  injected  into  the  circulation 
of  the  sheep  with  negative  results. 

The  conclusions  he  arrived  at  were  that  at  certain  seasons 
of  the  year  there  was  either  an  increased  virulence  of  the 
bacillus,  or  there  was  a  lowered  resistance  on  the  part  of 
the  body  tissues. 

This  idea  is  suggestive,  but  I  am  unacquainted  with  any 
seasonal  incidence  having  been  noted  in  B.  coli  pyelitis  cases. 

The  hematogenous  mode  of  invasion  is  also  supported  by 
the  fact  that  many  of  the  infectious  diseases,  e.g.,  measles, 
scarlet  fever,  follicular  tonsillitis,  diphtheria,  etc.,  are  not 
infrequently  complicated  by  a  pyelitis.  In  typhoid  fever,  too, 
the  bacilli  invade  the  urine  and  are  detected  most  frequently 
in  the  declining  stage  of  the  disease,  especially  when  the 
temperature  reaches  normal,  i.e.,  when  the  organism  disappears 
from  the  blood.  The  generally  accepted  explanation  account- 
ing for  the  number  and  persistence  of  the  bacilli,  is  that  the 
urine,  having  bectmie  infected  by  a  few  organisms,  acts  as  a 
culture  medium. 

French,^  in  his  Goulstonian  lecture  in  1908,  expresses 
himself  in  favour  of  a  descending  infection,  and  supports  his 
'  British  Med.  Journ.,  May  1908. 
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opinion  by  the  statement  that  prior  to  the  pregnancy  there 
is  no  urinary  complaint,  and,  further,  that  in  a  large  number 
of  cases  of  pregnancy  pyelitis  there  is  no  cystitis  present. 

But  the  absence  of  previous  urinary  complaint  is  quite 
compatible  with  a  history  of  bacUluria.  At  present  I  know 
a  patient  who,  since  her  last  pregnancy,  two  years  ago,  has 
suffered  from  intermittent  attacks  of  headache  and  sickness 
with  temperature  —  influenza  attacks  they  have  been  called, 
but  all  the  while  there  is  a  well-marked  colon  bacilluria, 
though  without  any  symptoms  referable  to  the  urinary 
:;ystem. 

Neither  should  much  support  be  gathered  from  the  com- 
parative infrequency  of  cystitis  in  pregnancy  pyelitis,  for  this 
fact  is  capable  of  another  interpretation.  The  normal  resistance 
of  the  bladder  to  infection  is  known  to  be  very  great,  and 
organisms  may  be  abundantly  present  in  the  vesical  urine 
without  setting  up  a  cystitis  yet  capable  of  infecting  the  higher 
urinary  field. 

Lockwood,^  remarking  on  his  acute  cases  of  B.  coli  cystitis, 
mentions  that  the  majority  of  them  gave  a  history  of  some 
preceding  illness  which  was  usually  labelled  "  influenza,"  "  but 
whatever  may  be  said  about  the  antecedent  cause,  there  is 
no  question  but  that  the  colon  bacillus  descends  from  the  kidney. 
There  is  abundant  e\idence  to  prove  that  pyogenic  bacteria 
and  intestinal  bacteria,  especially  the  typhoid  bacillus,  can 
pass  through  the  kidney  down  the  ureter  and  affect  the 
bladder.  Why  they  affect  one  bladder  and  not  another  I 
cannot  say,  but  some  of  these  acute  cases  occur  in  men  who 
have  had  some  obstruction  to  the  exit  of  urine — stricture  or 
enlarged  prostate.  .  .  .  Colon  cystitis  is  not  rare  after  rectal 
operations;  the  organism  may  have  entered  per  urethram, 
but  it  is  also  likely  that  it  may  have  entered  the  general 
circulation  from  the  wound  and  thus  out  by  the  kidneys." 
^  Clinical  Journal,  Xov.  13,  1907. 
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Urogenous  or  Asrendinrj  Infection. 

This  is  the  newer  view,  and  has  considerably  the  greater 
number  of  authorities  supporting  it  (Opitz,^  Stoeckel,  Albeck, 
etc.).  Cystitis  is  a  more  frequent  affection  in  women  than 
in  men,  and  this  is  attributed  to  the  short  urethra  and  the 
periodic  hyperaemia  of  the  pelvic  organs  at  the  menstrual 
periods. 

The  anatomical  factor  in  causation  has  likewise  to  be  borne 
in  mind  as  an  explanation  of  the  fact  that  when  this  disease 
occurs  in  children  two-thirds  of  the  number  are  females. 

Shober-  quotes  from  Zentralh.f.  Gyn.,  1886,  certain  experi- 
ments on  animals  which  demonstrated  that  the  intact  bladder 
mucosa  is  non-absorbent  and  has  a  peculiar  power  of  resisting 
injury  and  the  action  of  pathogenic  organisms.  From  this  it 
has  been  deduced  that  cystitis  due  to  the  presence  of  micro- 
organisms alone  is  unknown,  and  that  it  always  results  from 
traumatism  with  the  infection  of  organisms  superadded. 
Such  traumatisms  of  the  vesical  mucosa,  he  says,  may 
result  from  over-distention  with  urine,  from  the  descent  of 
the  gravid  uterus  in  early  pregnancy,  from  the  pressure  of 
the  foetal  head  in  parturition,  and  from  the  pressure  of  ill- 
fitting  pessaries. 

Albarran  has  produced  cystitis  by  injecting  B.  roli  after 
causing  hyperasmia  of  the  bladder  from  ligation  i)f  the  urethra. 

An  ascending  infection  may  reach  the  renal  pelvis  by  the 
lumen  or  by  the  wall  of  the  ureter,  either  in  the  regurgitant 
mucus  stream,  described  by  Bond,  or  by  the  ureteral  plexus 
of  blood-vessels  or  the  abundant  lymphatics  which  run  in 
the  periureteral  sheath. 

Itose  Bradford^  quotes   ]Melchior,    who   found    pathogenic 

'  Zeits.  f.  (reh.  v.  ^'////.,  1905,  Bd.  Iv. 

-  Annals  of  Stirtjer!/,  June  1909. 

•■'  Prof/ressive  ^f€cUcin€,  vol.  iv.,  1908. 
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organisms  in  the  urethra  in  50  per  cent,  of  all  cases  examined, 
even  when  there  was  no  history  of  instrumentation. 

The  Relationship  between  Betention  of  Urine  and  Infection. 

One  of  the  most  generally  accepted  facts  in  urology  is 
that  retention  of  urine  is  a  potent  predisposing  factor  in  the 
causation  of  cystitis.  Stagnant  urine  becomes  a  favourable 
medium  for  the  growth  of  bacteria,  by  whatever  route  they 
may  have  gained  access. 

A  similar  retention  of  urine  within  the  ureter  or  pelvis  of 
the  kidney  is  generally  regarded  as  the  initial  stage  to  infection. 

Stoeckel  has  verified  the  existence  of  such  retention  in 
several  pregnant  patients,  whose  sole  complaint  was  backache 
or  "lumbago,"  by  the  passing  of  a  ureteral  catheter  and 
drawing  off  pent-up  urine  which  on  examination  proved  to 
be  sterile. 

The  great  majority  of  observers  have  unhesitatingly  ac- 
cepted this  idea  of  retention  as  a  precursor  of  infection,  the 
only  difference  amongst  them  being  as  to  whether  the  super- 
added infection  comes  from  above  or  from  below. 

Albeck,^  who  has  had  considerable  experience  of  this  disease, 
maintains  that  in  a  considerable  number  of  cases  there  is  a 
preliminary  bacilluria,  and  that  the  retention  is  secondary,  and 
there  is  much  to  be  said  in  support  of  his  contention. 

In  one  of  my  cases  there  was  the  history  of  apparently 
complete  recovery  from  an  attack  of  cystitis  some  twelve 
months  prior  to  the  pregnancy,  and  in  the  case  of  another 
patient,  already  referred  to,  there  is  at  present  a  coli  bacilluria, 
so  that  were  retention  to  occur  she  would  doubtless  develop 
the  characteristic  picture  of  the  disease. 

As  to  the  causation  of  retention  of  urine  in  the  ureter  in 
cases  of  pregnancy  the  commonly  accepted  explanation  is  the 
pressure  of  the  pregnant  uterus. 

'  Zeits.f.  Geb.  u.  Gyn.,  1907,  Bd.  Ix.,  Heft  3. 
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The  anatomy  of  the  ureter  shows  three  narrow  sites — one 
ut  its  commencement,  another  at  its  termination  in  the  bladder 
wall,  and  the  third  where  it  crosses  the  pelvic  brim.  This 
last  site  is  selected  as  the  place  where  the  pregnant  uterus 
is  stated  to  compress  the  ureter  so  as  to  cause  retention.  But 
there  are  serious  obstacles  to  overcome  before  such  a  plausible 
view  can  be  accepted. 

It  ought  to  be  of  frequent  occurrence  in  cases  of  pelvic 
deformity,  but  in  only  one  case  of  "justo-minor "  pelvis  with 
pregnancy  have  I  met  with  the  complication  of  pyelitis,  and 
one  would  expect  this  disease  to  be  much  more  frequent  than 
it  is,  and  likewise  e.xpect  it  to  complicate  the  patient's  succeed- 
ing pregnancies. 

Charles  Keed,^  in  a  paper  to  the  Chicago  Surgical  Society, 
clearly  sets  forth  many  of  the  objections  to  the  view  that 
the  pregnant  uterus  is  the  cause  of  retention.  Every  gynaeco- 
logist realises  how  delicate  the  vascular  anastomosis  of  the 
ureter  is,  and  Eeed  points  out  that  any  pressure  sufficient  to 
cause  dilatation  and  retention  in  the  ureter  above  would 
seriously  jeopardise  its  vitality  and  lead  to  the  formation  of 
ureteral  fistula. 

This  disease  is  also  not  recognised  as  a  frequent  complica- 
tion of  pelvic  fibroids,  as  one  would  expect  in  the  pressure 
view.  Again,  some  observers,  enamoured  of  the  mechanical 
theory  of  obstruction,  suggest  that  the  ureteral  mucosa,  being 
continuous  with  that  of  the  bladder,  takes  part  in  the  general 
hyperremia  and  hypertrophy  of  all  the  pelvii-  organs  in  the 
pregnant  state,  and  that  such  hypertrophy  would  constitute 
an  obstruction  to  the  flow  of  urine  from  the  ureter. 

But   the  most  insurmountable  objection  t(»  all  this  is  the 

fact  that  B.  coli  pyelitis  occurs  in  the  noii-jnajnant  state,  in 

rhildrea   and  also  in  men,  so  that  if  retention  be  a  requisite 

stage  in  the  causation  of  the  disease,  then  some  causal  factors 

'  Sitn/.  Ohsf.  and  (Ti/mt'col.,  1907. 
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other  than  the  pressure  of  the  pregnant  uterus  or  the  hyper- 
trophied  vesical  mucosa  associated  with  it  must  be  proved. 

It  seems  to  me  that  before  we  can  supply  these  absent 
links  in  the  etiological  chain,  further  experimental  work  will 
have  to  be  undertaken  to  supply  evidence  mainly  m  two 
directions  : — 

1.  As  to  the  deleterious  influence  on  the  mucosa  of  the 
urinary  tract  l)y  the  excretion  from  the  kidney  of  toxic  sub- 
stances at  present  unrecognised. 

2.  AVhether  in  these  cases  of  pyelitis  the  B.  coli  is  of  a 
specially  virulent  strain. 

The  remaining  factor  to  be  discussed  under  causation  con- 
cerns the  marked  unilateral  frequency  of  the  disease,  especially 
affecting  the  right  side. 

Albeck  reports  on  52  cases  of  B.  coli  pyelitis,  and  of  these 
31  were  on  the  right  side,  9  were  on  the  left,  and  in  12  cases  it 
was  bilateral. 

Lenhartz  ^  reviews  a  series  of  77  cases  of  pyelitis,  compli- 
cating pregnancy,  admitted  to  the  Eppendorf  Hospital  at 
Hamburg.  B.  coli  was  found  in  pure  culture  in  66  cases;  it 
was  unilateral  and  on  the  right  side  in  36  cases,  on  the  left  in 
17,  and  bilateral  in  24. 

With  one  exception,  all  of  my  cases  have  been  att'ected  on 
the  right  side,  and  only  when  the  disease  has  been  advanced  has 
the  left  been  implicated. 

To  account  for  this  marked  unilateral  frequency,  it  is 
generally  submitted  that,  although  the  pregnant  uterus  presses  on 
both  ureters,  it  does  so  more  especially  on  the  right  one,  owing 
to  the  uterus  developing  more  on  that  side,  and  undergoing  a 
vertical  axial  rotation  to  the  right. 

But  though  the  objections  already  mentioned  to  the  part 
played  by  the  pregnant  uterus  as  a  mechanical  factor  in  the 
production  of  the  retention  of  urine  are  valid  here  also,  yet 
1  Muen.  m.  Wochns.,  1907,  No.  16. 
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mere  coincidence  cannot   be  accepted   in   explanation   of   the 
marked  preponderance  of  the  lesion  on  the  right  side. 

Mirabeau^  (Sigmund)  suggests  the  interesting  hypothesis 
that  the  proximity  of  the  ascending  colon  to  the  kidney  may 
permit  of  the  direct  transmission  of  bacteria  via  the  lymphatics 
from  the  colon  to  the  kidney,  and  especially  if  the  latter  be  at 
all  mobile,  with  occasional  kinking  of  its  ureter. 


Treatment. 

General. — Eest  in  bed,  attention  to  the  bowels,  bland  diet 
and  diluent  drinks  will  readily  procure  relief  in  the  mildest 
cases,  but  the  acute  type  of  case  calls  for  more  vigorous 
treatment. 

Medicinal. — The  most  efficient  drugs  in  the  treatment  of 
this  complaint  are  the  alkalies.  The  citrates  and  acetates  of 
potassium  or  sodium,  when  given  in  large  doses  (grs.  30  to  40 
every  3  hours),  frequently  exert  a  distinct  control  over  the 
disease,  and  in  several  of  rn}'  cases  I  have  been  surprised  at  the 
rapid  subsidence  of  the  most  acute  symptoms  of  JS.  coli  pyelitis, 
when  those  alkalies  have  been  pushed.  The  rigors  ceased,  the 
temperature  and  the  abdominal  pain  quickly  subsided,  and  the 
urine  increased  in  quantity. 

Even  in  chronic  cases  the  administration  of  these  salts 
produces  a  marked  diminution  of  the  bacilluria.  I  am  so  far 
unable  to  explain  the  rationale  of  their  action,  for,  theoretically 
one  would  expect  that  these  alkalies,  by  lessening  the  acidity  of 
the  urine,  would  aggravate  the  condition,  since  we  know  that  the 
B.  coli,  like  other  bacteria,  tends  to  thrive  better  in  alkaline 
or  neutral  media. 

Holt  and  John  Thomson,  from  their  consideralile  experience 
of  B.  coli  urinary  infection  in  children,  agree  in  giving  great 
credit  to  the  administration  of  the  alkalies. 

'  Muen.  m.  Wor/uis-,  1907,  No.  IG, 
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Urotropin,  although  much  praised  by  several  writers  on 
this  condition,  has,  in  my  experience,  been  so  disappointing 
that  I  have  come  to  the  conclusion  that  neither  this  drug  nor 
its  ally  hdmitol,  which  liberates  more  of  the  formaldehyde,  have 
much  effect  on  pyelitis  when  the  infection  is  due  to  a  pure 
culture  of  the  B.  coli. 

On  the  other  hand,  when  the  infection  is  a  mixed  one,  as 
with  streptococci  or  staphylococci,  these  drugs  are  of  distinct 
value,  and  ought  to  be  freely  used. 

Some  authorities  have  a  preference  for  the  benzoate  of  sodium, 
boric  acid  or  salol,  but  I  have  found  none  of  these  drugs  so 
satisfactory  as  the  citrates  and  acetates. 

Specific  treatment. — The  serum  treatment  has,  so  far,  not 
produced  very  satisfactory  results.  This  is  not  at  all  surprising 
when  we  realise  that  it  is  claimed  by  many  bacteriologists  that 
the  B.  coli  shows  no  tendency  tu  develop  an  anti-toxin,  whereas 
proof  has  been  freely  brought  forward  in  support  of  the  efficacy 
of  vaccination  as  a  line  of  treatment,  especially  when  the 
vaccine  is  autogenous. 

Such  a  vaccine,  prepared  from  one  of  my  cases,  where  the 
organism  was  reported  present  in  pure  culture  in  the  urine, 
and  where  the  case  altogether  presented  very  typical  features, 
gave  only  a  disappointing  result. 

The  vaccine,  although  in  some  cases  it  may  not  cure,  will 
in  other  cases  greatly  ameliorate  the  symptoms. 

Eovsing,^  in  a  recently  published  account  of  12  cases  of 
B.  coli  pyelitis  treated  with  vaccine  prepared  according  to 
"Wright's  directions,  expresses  his  surprise  at  the  very  valuable 
results  he  obtained,  especially  in  cases  where  other  treatments 
had  failed. 

A  recent  line  of  treatment  for  which  its  advocates  claim 
excellent  results,  is  douching  the  kidney  pelvis  with  an  anti- 
septic through  the  ureteral  catheter. 

^  Journ.  Amer.  Med.  Assoc,  July  24,  1909. 
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Kelly  and  Casper^  recommend  this  procedure,  and  Stoeckel 
is  even  more  enthusiastic  in  his  advocacy  of  it.  He  thus 
describes  his  method : — 

"This  method  of  treatment  is  almost  unknnwn,  and  is 
considered  dangerous  and  complicated,  but  this  is  not  so.  I 
force  the  catheter  gradually  as  far  as  the  renal  pelvis  and 
receive  the  flowing  urine  into  a  glass;  then  I  connect  the 
pavilion  of  the  catheter  by  means  of  a  gum  elastic  tube,  with 
a  very  easily  worked  50  cm.  capacity  syringe,  whose  contents 
I  pass  up  very  gradually  and  with  equable  pressure  into  the 
pelvis  of  the  kidney.  The  fluid  returns  to  the  bladder  alongside 
the  catheter,  if  the  catheter  is  thin  and  the  ureter  lumen  not 
quite  filled  up.  After  removing  the  syringe,  a  portion  of  the 
infected  fluid  runs  out  of  the  catheter  into  a  glass  and  is  again 
tested ;  a  1  per  cent,  of  silver  nitrate  is  the  fluid  I  most 
commonly  use." 

A  very  exhaustive  account  of  lavage  of  the  renal  pelvis  and 
ureter  has  recently  been  published  by  Garceau.- 

Ojjcrative  trco.tmcnt — To  obtain  the  necessary  amount  of 
drainage,  we  have  the  option  of  two  alternatives: — 

1.  Nephrotomy,  producing  a  renal  fistula  on  the  loin. 

2.  Interrupting  the  pregnancy  and  emptying  the  uterus, 
thus  restoring  drainage  by  the  normal  passage,  the  ureter. 

Eegarding  the  interruption  of  the  pregnancy,  I  admit  to 
having  previously  had  considerable  trepidation,  dreading  the 
risk  of  septic  uterine  complications ;  but  from  more  recent 
experience  I  now  consider  such  hesitancy  to  be  groundless. 

Case  in.  {vide  supra),  where,  in  agreement  with  the  general 
trend  of  obstetric  teaching,  I  demurretl  to  emptying  the  uterus 
and  producing  a  raw  surface  in  the  presence  of  such  acute 
urinary  infection,  the  amazingly  rapid  subsidence  of  all  the 
acute  symptoms  immediately  following  abortion  so  impressed 

'  Kdhjs  Operative  Gifrufcology,  vol.  i. 

-'  Journ.  Amrr.  }fed.  Assoc,  .January  23,  1909. 
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me,  that  in  future  I  would  have  no  hesitation  in  recommending 
the  interruption  of  gestation  in  very  severe  cases  where  the 
ordinary  •palliative  treatment  has  hecn  unavailing,  rather  than 
submit  the  patient  to  a  nephrotomy. 


The  President  said  he  must,  in  the  first  place,  thank  Dr 
Burnett  for  having  brought  such  an  elaborate  communication 
before  the  Society;  and,  in  the  second  place,  he  must  con- 
gratulate him  upon  a  piece  of  work  which  was  of  practical 
interest  to  all  of  them  and  of  great  value.  Dr  Burnett  had 
brought  forward  a  subject  which  had  been  very  little  touched 
upon  in  the  Society,  and  one  which  had,  indeed,  not  been 
touched  upon  very  deeply  in  its  relation  to  obstetrics  until 
very  recent  times.  Personally,  his  knowledge  of  the  subject 
was  very  scanty ;  he  had  not  had  any  cases,  so  far  as  he  could 
remember,  in  pregnant  women.  They  had  had  brought  before 
them  a  number  of  interesting  points,  and  he  hoped  some  of 
the  Fellows  who  had  had  some  practical  experience  would 
give  the  Society  the  benefit  of  their  views.  There  were  one 
■or  two  points  which  had  interested  him  more  particularly. 
In  the  first  place,  why  should  the  right  kidney  be  affected 
more  often  than  the  left  ?  It  was  the  same  with  floating 
kidney,  in  99  out  of  100  cases  the  right  kidney  is  affected. 
In  the  second  place,  does  Dr  Burnett  consider  this  condition 
to  be  more  common  in  pregnant  women  than  in  women  who 
are  not  pregnant  ?  Then  he  was  interested  as  regards  the 
treatment  of  the  condition  by  vaccines.  His  experience  of 
vaccine  treatment  in  B.  coli  cystitis  had  been  extremely 
■satisfactory;  he  could,  he  thought,  recollect  6  or  7  cases  in 
which  he  had  adopted  this  treatment  where  previous  treatment 
had  been  absolutely  useless ;  in  5  out  of  7  cases  the  patients 
had  been  absolutely  cured,  and  in  2  there  had  been  great 
amehoration  and  temporary  cure,  although  the  organism  still 
remained  to  break  out  again.     These  results  had  surprised  him. 

M 
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Dr  John  Thomson  said  he  had  not  mucli  to  add,  his 
experience  having  been  entirely  with  children.  He  had  been 
extremely  interested  in  Dr  Burnett's  paper,  and  there  was 
only  one  question  he  would  like  to  ask,  viz.,  "What  dose  of 
alkalies  he  had  found  best  in  adults  ? 

Dr  Barbour  said  Dr  Burnett  had  conferred  a  great  benefit 
on  the  Society.  He  had  brought  forward  a  very  interesting 
question,  and  one  which  was  practically  new  to  many  of 
them.  He  himself  had  not  come  across  many  cases  in 
which  one  could  satisfy  oneself  of  this  condition  during 
pregnancy.  He  would  like  to  repeat  the  President's  question, 
was  it  more  frequent  in  pregnancy  than  at  other  times  ?  Dr 
Burnett  at  one  part  of  his  lecture  seemed  to  say  that  there 
was  nothing  in  the  mechanical  theory  of  causation ;  and  at 
the  conclusion  he  spoke  of  the  possibility  of  this  being 
;ui  indication  for  the  induction  of  labour.  His  attention 
had  been  drawn  to  this  point  in  connection  with  albu- 
minuria in  pregnancy,  and  he  had  made  a  series  of  sections, 
and,  according  to  his  observations,  at  no  point  of  its  course 
could  the  ureter  be  compressed  by  the  pregnant  uterus.  He 
should  like  to  get  positive  evidence  as  to  whether  the  pregnant 
uterus  had  compressed  the  ureter ;  if  it  did,  that  might  make 
this  condition  much  more  frequent  in  pregnant  women.  One 
knew  that  even  with  fibroid  tumours  this  condition  was  not 
found.  His  attention  had  recently  been  drawn  to  the  B.  coli 
in  connection  with  a  patient  suffering  from  acute  peritonitis, 
one  of  the  few  cases  in  which  one  felt  justified  in  operating. 
On  opening  the  abdomen  the  Fallopian  tubes  were  found 
congested,  with  evidence  nf  peritonitis,  and  on  examination 
the  B.  coli  was  discovered  in  the  contents  of  the  lumen. 

Dr  Church  said  he  had  been  greatly  interested  in  Dr 
Burnett's  paper,  although  it  was  a  siiliject  he  did  not  know 
very  much  about.  He  had  had  a  patient  a  lady  between 
50   and    60    years    of    age,   who   sufTered    from   neurasthenia. 


BY   DR   E,   NAPIER   BURNETT.  179 

backache,  and  general  ill-health.  She  did  not  improve;  and 
after  an  elaborate  examination  of  the  urine,  the  B.  coli  was 
found.  The  point  he  wanted  to  emphasise  was  the  extreme 
persistence  of  the  B.  coli;  in  that  case  it  had  lasted,  he 
thought,  for  twelve  years  off  and  on,  and  it  was  the  cause 
of  all  the  poor  health  the  patient  had  had. 

Br  Fordycc  said  that  the  obstetric  literature  had  been 
pretty  extensive  with  regard  to  this  subject  of  recent  years, 
and  for  a  long  time  he  could  not  understand  how  it  was,  if 
the  condition  was  so  common  as  the  number  of  cases  recorded 
seemed  to  show,  that  one  never  met  with  a  case.  Just  about 
that  time  his  attention  was,  however,  called  to  the  subject.  He 
had  a  patient  six  or  seven  months  pregnant  who  was  suffering 
from  very  severe  rigors,  and  it  was  a  question  whether  it  was 
appendicitis  or  commencing  pneumonia.  As  the  rigors  were 
continuing  and  the  temperature  104°  or  105^  every  night, 
he  asked  to  see  the  patient  again,  and  on  examining  the 
urine  it  was  found  to  contain  the  B.  coli.  There  was  a 
little  tenderness  over  the  kidneys.  The  case  appeared 
to  be  an  intense  instance  of  infection  by  B.  coli.  Under 
treatment  the  patient  improved  and  went  to  full  term.  He 
thought  the  B.  coli  must  be  frequently  present  without  any 
symptoms  at  all.  Some  of  them  would  remember  that  Dr 
Porter  had  read  a  paper  on  this  very  question,  and  he  seemed 
to  make  out  that  in  19  out  of  every  20  specimens  of  urine, 
in  the  female,  the  B.  coli  was  present  without  any  symptoms 
at  all.  He  would  like  to  say  how  he  had  appreciated  Dr 
Burnett's  paper,  and  how  much  could  be  learned  from  it. 

Dr  Burnett,  after  thanking  the  Society  for  the  way  in 
which  they  had  received  his  paper,  said  he  was  interested  to 
hear  the  President's  experience  as  regards  vaccine  treatment. 
That  was  a  treatment  one  hoped  and  hoped  would  come  off, 
and  yet  every  now  and  again  one  was  disappointed  with  it ; 
but  certainly  there  were  many  excellent  results  from  it.     It 
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was  remarkable  that  vaccine  had  no  efifect  whatever  in  lessen- 
ing the  B.  coll ;  it  paralysed  it  and  aided  absorption,  but  the 
vaccine  had  no  effect  in  lessening  it.  The  question  whether 
the  JB.  coli  is  more  frequent  in  pregnant  than  in  non-pregnant 
women  is  a  large  one  and  difficult  to  answer ;  his  impression 
was  that  pregnancy  was  superadded  in  many  of  these  cases. 
In  answer  to  Dr  Fordyce,  he  thought  there  was  a  symptomless 
B.  coli,  and  when  such  a  woman  became  pregnant  symptoms 
appeared.  One  observer  he  knew  of  was  investigating  the 
question  of  the  frequency  in  pregnant  women.  Then  as 
regards  the  neurasthenic  or  functional  type,  where  one  cannot 
find  any  physical  lesion  to  account  for  the  disease,  this 
observer  has  tried  to  have  the  urine  tested,  and  in  a  con- 
siderable proportion  of  these  cases  the  B.  coli  was  present. 
It  was  a  question  whether  these  cases  should  not  be  more 
carefully  looked  over  and  withdrawn  from  the  so-called 
neurasthenic  class.  He  had  a  patient  who  had  been  suffering 
from  arthritis  deformans,  and  it  was  only  two  months  ago 
that  her  urine  was  examined,  when  pus  and  the  B.  coli  were 
found.  Dr  Barbour  had  raised  the  question  of  mechanical 
irritation.  Dr  Burnett  had  been  very  much  struck  with  the 
dilated  right  ureter ;  and  many  observers  had  found  a  dilatation 
of  the  right  renal  pelvis  and  riglit  ureter,  but  the  relationship 
was  difficult  to  prove.  As  regards  the  dosage  of  alkalies,  he 
never  gave  less  than  40  grs. ;  sometimes  he  went  up  to 
drachm  doses — as  much  as  2-draclmi  doses — and  repeated 
every  few  hours. 
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Meeting  VII.— June  8,  1910. 
Dr  F.  W.  X.  Haultain,  President,  in  the  Chair. 

I.  The  President  showed — (a)  large  acute  double 
PYOSALPiNX.  The  interest  of  this  specimen  lay  in  the  history. 
The  patient,  aet.  about  21,  had  been  perfectly  well  till  ten 
days  before  the  operation.  She  suddenly  developed  a  very 
high  temperature — 104°.  On  operation  so  much  thickening 
of  the  tubes  was  found  that  the  condition  must  have  existed 
previously.  The  distention  was  very  great  and  the  diagnosis 
somewhat  difficult.  Notwithstanding  the  rupture  of  one 
tube  on  removal,  no  evidence  of  sepsis  was  found  either  in  the 
peritoneum  or  wound.  The  contents  unfortunately  were  not 
kept  and  a  report  could  not  be  got ;  but  Dr  Haultain's  impres- 
sion was  that  the  condition  was  tuberculous,  because  of  the 
appearance  of  the  patient,  the  irregular  temperature,  and  from 
the  fact  that  after  the  rupture  there  were  no  evidences  of 
septic  inflammation,  particularly  in  the  wound. 

(l)  Uterus  showing  a  variety  of  neoplasms.  This 
specimen  was  of  interest  as  showing  a  multi-nodular  fibro- 
myoma  of  the  uterus  in  which  the  myomatous  growths 
were  particularly  associated  with  the  cervix ;  but,  at  the 
same  time,  the  uterus  shows  a  variety  of  other  growths — 
a  fibro-myoma,  an  early  adenomatous  polypus  growing  from 
the  mucosa,  and  a  sub-mucous  polypus  up  at  the  side.  The 
specimen  was  taken  from  a  woman,  set.  57,  who  had  been 
regularly  menstruating  up  to  six  months  of  the  operation. 
This  specimen  was  interesting  in  connection  with  the  paper 
which  Dr  Haultain  read  later  in  the  evening. 

(c)  Fibrocystic  tumour  of  the  uterus.  This  specimen 
showed  a  rapidly  growing  sub-mucous  fibroid  which  had  under- 
gone degenerative  change.  The  patient  came  from  India,  where 
she  had  suffered  from  excessive  haemorrhage  for  three  or  four 
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months  only.  The  cysts  had  almost  the  appearance  of  being 
lined ;  but  Dr  Haultain's  opinion  was  that  they  were  not, 
because  the  fluid  evacuated  was  spontaneously  coagulable.  It 
was  a  degenerative  cyst  with  a  large  amount  of  albumen  in  it ; 
it  had  not  yet  been  microscopically  examined. 

II.  Dr  J.  W.  Ballantyne  showed — (a)  dermoid  cysts  of 
BOTH  OVARIES,  ONE  WITH  A  TWISTED  PEDICLE,  removed  from 
a  patient  with  an  interesting  history.  The  patient  was  a  young 
woman,  ?et.  27  or  28,  who  had  been  two  years  married 
and  about  six  months  previous  to  the  operation  had  had  her 
first  child.  She  was  confined  in  America ;  labour  was  tedious 
and  forceps  were  applied.  There  was  some  difficulty  in 
resuscitating  the  child.  She  was  told  the  uterus  was  very 
much  out  of  place,  and  something  was  said  about  an  operation. 
She  came  to  Scotland  and  had  her  operation  performed.  One 
felt  at  first  what  appeared  to  be  a  cervical  fibroid  posterior  to 
the  uterus.  On  opening  the  abdomen,  the  first  thing  one  saw 
was  the  left  ovary  with  a  dermoid  cyst  in  it ;  it  was  compara- 
tively easily  brought  up  to  the  wound ;  there  was  no  twisting 
of  the  pedicle,  and  the  ovary  was  easily  removed.  On 
furtlicr  examination  a  second  cyst  was  found  lying  evidently 
below  and  a  little  to  the  right ;  it  was  found  that  this  pedicle 
was  twisted;  this  one  was  a  great  deal  larger  than  the  other; 
they  were  originally  the  same,  this  one  showed  a  big  hsemorrhage. 
It  was  quite  easily  got  away.  The  operation  was  done  about 
three  weeks  ago,  and  the  patient  had  done  very  well.  He  had 
no  doubt  that  most  of  the  mass  must  have  been  there  when  the 
child  was  born;  the  twisting  of  the  lower  cyst  was  a  little 
dillicult  to  understand;  it  looked  as  if  it  might  possibly  have 
twisted  at  the  time  of  the  labour. 

(6)  FcETUS  EPiGNATHUS.  This  was  an  erroneous  title ;  the 
specimen  was  found  not  to  be  a  foetus  epignathus,  but  a  con- 
genital tumour  of  the  tissues  below  the  tongue,  prol)ably  of  the 
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nature  of  a  dermoid  or  of  a  cystic  fibroma  of  the  neck.  There 
was  no  pathological  change  in  the  trachea,  larynx,  thyroid,  or 
thymus.  The  lesion  seemed  to  lie  between  the  hyoid  and  the 
root  of  the  neck,  and  seemed  to  be  an  example  of  a  congenital 
rannula  or  a  cystic  dermoid  under  the  tongue,  or  a  pterygoid 
mass.  It  had  not  yet  been  examined.  The  mother,  a  primipara, 
was  a  patient  of  Dr  Dickson's,  and  she  had  had  a  tremendous 
hydramnios  at  the  seventh  month.  The  child  came  down  to 
the  cervix,  but  could  not  get  out  through  the  vulva.  It  gasped, 
once  or  twice ;  it  might  have  taken  a  breath  because  there  was 
no  imperfect  condition  of  the  trachea  or  larynx,  and  the  mass 
was  lying  in  front  of  the  larynx.  After  a  hydramnios  one  expects 
to  get  malformation,  although  this  is  not  always  the  case. 

III.  Dr  W.  Fordyce  showed — (a)  large  intealigamentous 

FIBROID  UNDERGOING  MYXOMATOUS  DEGENERATION.    This  Specimen 

was  interesting  on  account  of  the  physical  signs  which  it  pro- 
duced. On  examining  per  vaginam  the  cervix  was  found  to  be 
very  far  forward,  and  the  mass  pushing  it  forward  was  quite 
soft.  The  diagnosis  was  a  pelvic  abscess  or  collection  of  blood 
in  the  pouch  of  Douglas.  On  opening  the  abdomen  a  myxo- 
matous tumour  was  found  between  the  layers  of  the  broad 
ligament,  pushing  forward  the  uterus. 

ih)  Myxomatous  fibroid  of  uterus  with  hydrosalpinx. 

(c)  Uterus  removed  for  cancer  of  cervix  with  associated 
TUBO-OVARIAN  ABSCESS.  On  examination  it  was  found  in  this 
case  that  the  uterus  was  movable  to  a  certain  extent,  but  that 
there  was  a  large  mass  situated  posteriorly  and  to  the  right  of 
it.  The  question  was  in  connection  with  the  appendages.  On 
opening  the  abdomen,  Dr  Fordyce  found  the  mass  of  this 
nature — an  abscess  involving  the  tube  and  ovary.  The  uterus 
was  completely  removed  by  pan-hysterectomy  and  a  tubo- 
ovarian  abscess  was  shelled  out  of  this  position.  The  patient 
did  very  well  and  made  a  good  recovery. 
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(d)  Dermoid  cyst  of  ovary.  The  interest  of  this  specimen 
lay  in  the  position  of  the  tumour — the  lower  part  was  very 
far  down  in  the  pouch  of  Douglas  and  seemed  to  press  the 
uterus  very  far  forward  in  the  pelvis. 


IV^  A  SHORT  NOTE  ON  THE  TREATMENT  OF  VOMIT- 
ING FOLLOWING  CHLOROFORM  ANESTHESIA, 
INCLUDING  THE  USE  OF  ADRENALIN. 

By  James  W.m.  Keay,  M.D.,  M.R.C.P.E.,  Clinical  Tutor, 
Gynaecological  Ward,  Royal  Infirmary. 

After  chloroform  anaesthesia  one  expects  a  certain  amount 
of  vomiting.  This  after-eltect  as  a  rule  results  more  in 
discomfort  to  the  patient  than  in  any  actual  danger.  Occasion- 
ally, however,  by  its  persistence  the  patient's  condition  is 
rendered  grave,  and  effectual  means  of  combating  the  complica- 
tion are  earnestly  sought  for.  The  causative  factor  is  still  a 
subject  of  del)ate.  Some  authorities  hold  that  it  is  of  central 
nervous  origin,  while  others  consider  a  local  condition  of  the 
stomach  to  be  the  cause.  To  my  mind,  the  cause  varies  with 
almost  every  case,  and  generally  both  the  central  nervous 
system  and  the  stomach  are  at  fault.  The  derangement  may 
be  chiefly  central  or  chiefly  local,  but  there  is  always  some 
coml3ination  of  the  two.  In  very  severe  cases  interference 
with  tiie  functions  of  the  liver  and  general  metabolism  may  be 
the  cause. 

Let  us  consider  the  more  simple  cases.  A  nervous  patient 
has  had  a  minor  operation  with  a  short  anfcsthesia.  She  feels 
violently  sick,  and  her  strenuous  efforts  to  get  something  up 
can  be  distinctly  heard  through  a  closed  door.  A  little  mucus 
is  the  result.  Give  her  an  enema  of  bromide  and  chloral,  and 
the  violent  retching  ceases  as  the  feeling  of  nausea  disappears. 
If    the    patient    has    not    been    properly    prepared    for    the 
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anaesthetic,  by  low  diet  and  tonic  treatment,  sickness  comes  on 
early,  usually  during  the  administration  of  the  chloroform,  and 
ceases  or  is  lessened  in  severity  when  the  stomach  is  emptied. 
This  proves  to  us  that  with  chloroform  anaesthesia,  the  stomach 
is  made  irritable  and  wants  rest. 

The  rational  treatment,  therefore,  for  ordinary  sickness 
is: — Give  nothing  by  the  mouth  for  24  hours  till  nature 
has  reasserted  herself.  Any  food  stuff,  however  readily 
digested,  if  introduced  into  the  stomach,  will  further  irritate 
that  organ.  Thirst,  which  may  be  complained  of,  can  be 
assuaged  by  saline  enemata.  AVhen  the  tongue  and  mouth 
feel  dry,  rinsing  out  the  mouth  with  aerated  soda  water  or 
lemon  water,  either  hot  or  cold,  will  relieve  the  condition. 

The  sickness  tends  to  be  more  severe  when  the  anaesthesia 
has  been  prolonged.  Chloroform  acts  as  a  depressant,  but  it 
also  excites  the  secretion  of  glands,  chiefly  the  salivary  glands. 
At  the  beginning  of  the  administration  of  the  drug,  especially 
when  the  chloroform  is  being  pushed  to  get  the  patient  under, 
saliva  is  being  swallowed  in  large  quantities.  That  saliva  is 
saturated  with  chloroform.  Mucus  is  secreted  copiously. 
The  gastric  glands  are  pouring  out  a  strongly  acid  secretion. 
We  have  therefore  a  powerful  irritant  collecting  in  a  compara- 
tively empty  stomach.  A  gastritis  is  set  up.  "When  the  effect 
of  the  general  anaesthetic  is  passing  off,  the  lowest  functions, 
such  as  muscular  tone,  are  the  first  to  reappear.  The  irritated 
stomach  tries  to  get  rid  of  its  tormentor,  and  vomiting  begins. 
The  mucus  is  tenacious,  and  vomiting  is  prolonged.  The 
gastritis  adds  to  the  severity  and  painful  character  of  the 
retching.  The  stomach  contents  are  often  so  acid  that  the 
patient's  lips  and  cheeks  are  excoriated  by  the  vomit. 

The  treatment  for  such  cases  is  large  draughts  of  strongly 
alkaline  solutions,  aided  by  counter  irritation  over  the  epigas- 
trium. Bicarbonate  of  soda  dissolved  in  hot  water  is  given  by 
the  tumblerful.     This  neutralises  the  acid,  dissolves  or  loosens 
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the  tenacious  mucus  from  the  stomach  walls,  and  dilutes  the 
irritant  in  the  stomach.  The  stomach  is  emptied  by  the  vomit- 
ing which  follows,  or  the  fluid  passes  on  into  the  duodenum. 
This  second  process  is  aided  by  keeping  the  patient  on  her 
right  side,  supported  by  a  hard  pillow  at  her  back,  or  by  having 
her  raised  to  a  semi-sitting  position  with  a  firm  pillow  under 
her  knees.  Hot  fomentations,  poultices,  with  or  without 
mustard,  blisters,  or  an  ice-bag  are  all  efficient  counter  irritants 
for  the  epigastrium.  Of  these,  hot  fomentations,  or  a  light 
poultice  are  the  best.  It  is  often  necessary  to  use  some 
medicinal  means  to  cure  the  gastritis.  I  have  found  a  mixture 
of  dilute  hydroyanic  acid,  bismuth,  and  soda,  to  act  very  well, 
and  in  some  cases  with  a  foul  tongue,  powders  of  rhubarb, 
bismuth,  and  soda  are  useful.  Such  treatment  relieves  the 
patient  of  the  distressing  heartburn  which  generally  follows 
severe  sickness.  Hot  coffee  and  champagne  are  useless  in 
severe  vomiting.  Oxalate  of  cerium  is  sometimes  uf  use. 
Sucking  ice  increases  the  thirst :  an  ico-bag  on  the  stomach  is 
better.  Inhalations  of  vinegar  and  cold  cloths  round  the  neck 
keep  the  patient  occupied  till  the  sickness  stops.  Morphia 
increases  the  sickness,  possibly  by  causing  flatulent  distention  ; 
but  is  sometimes  of  use  in  giving  the  patient  a  short  rest  when 
she  is  suffering  severe  pain,  or  is  worn  out  with  the  constant 
retching.  A  combination  of  scopolamine  and  morphine,  when 
given  as  an  aid  to  general  anaesthesia  is  better.  The  patient  rests 
well  with  little  sickness  the  first  night  after  the  operation,  and 
there  is  less  trouble  with  gas  distention  than  with  morphia 
alone.  Chloretone  in  doses  of  10  to  20  grs.  gives  varying 
results.  It  is  sometimes  beneficial  where  there  is  constant 
retching  and  little  vomited  matter.  Cocaine,  which  is  highly 
spoken  of  by  some  authorities,  T  have  tried  in  doses  (»f  ,V  to  ^ 
of  a  grain  without  benefit. 

Let  us  now  consider  the  more  serious  cases  of  persistent 
vomiting,  cases  in  which  there  is  an  (^lenient  of  danger  from 
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the  first.  In  all  major  gynaecological  operations,  attended  with 
some  degree  of  shock,  whether  due  to  excessive  exposure  of  the 
abdominal  contents,  to  great  loss  of  blood,  or  to  sepsis,  the 
complicating  effects  of  the  anaesthetic  are  more  pronounced. 
The  disturbing  condition  of  gas  distention  is  present.  This 
may  bo  associated  with  intestinal  paresis,  or  reversed  peristalsis. 
The  distended  intestines  press  on  the  irritable  stomach,  and 
ct)nstant  vomiting  is  the  result,  or  the  patient  complains  of  a 
distressing  feeling  of  sickness  without  being  actually  sick.  If 
reversed  peristalsis  is  present,  there  will  be  a  continuous  regurgi- 
tation of  bile  into  the  stomach  with  persistent  vomiting.  In 
most  of  these  cases  the  vomit  is  not  only  dark  from  bile- 
staining,  but  is  a  coffee-ground  vomit  from  the  presence  of  blood. 
Sometimes  the  vomiting  in  these  cases  does  not  begin  till  from 
12  to  24  hours  after  the  operation.  During  that  first  day  the 
patient  appears  to  be  very  well.  The  pulse  is  not  very  rapid 
and  the  temperature  about  the  normal.  They  have  no  pain. 
I  consider  that  a  danger  signal.  After  the  first  day  the  pulse 
gets  rapid  and  the  temperature  is  subnormal  or  high.  The 
vomiting  begins  and  is  violent  and  persistent.  The  patient 
becomes  restless,  or  is  exhausted,  and  if  not  carefully  treated 
the  sickness  ends  fatally  in  3  or  4  days. 

Death,  in  these  cases,  had  been  attributed  to  an  acute  aceto- 
nsemia,  caused  by  the  inhalation  of  chloroform,  and  failure  of 
the  kidneys  to  excrete  the  acetone,  with  sufficient  rapidity  to 
prevent  coma,  by  Guthrie  (1),  Beesly(2),  and  others.  The 
fatty  antecedents  of  acetone,  rather  than  acetone  itself, 
is  held  by  some  to  be  the  cause.  Post-mortem  fatty  changes 
are  found  in  the  liver,  heart,  and  kidneys.  Eothery  and 
Saison  (3),  examining  the  liver  after  the  inhalation,  subcutaneous 
injection,  and  intravenous  injection  of  chloroform,  found  almost 
constant  degenerative  changes  in  the  lower  cells.  These  changes, 
although  slight,  could  be  detected  after  a  10-minute  inhalation 
administration.      The  lesions  were  more  marked  if  inhalation 
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was  prolonged,  or  if  the  liver  was  examined  some  time  after, 
rather  than  immediately  after  the  giving  of  the  ansesthetic.  Does 
this  explain  delayed  death  following  chloroform  anaesthesia? 
Aubertin  (4)  has  succeeded  in  producing,  in  healthy  animals, 
delayed  death  after  a  single  chloroform  anaesthesia,  and  has 
found  two  varieties  of  lesions ;  visceral  changes  affecting  chiefly 
the  liver,  and  general  congestive  and  hsemorrhagic  phenomena. 
Jaundice  is  not  a  symptom  in  chloroform  poisoning,  nor  does  it 
accompany  these  necrotic  changes  in  the  liver  produced 
experimentally. 

After  most  abdominal  operations,  flatulence  is  relieved  by 
giving  salines  per  rectum,  1  pint  to  1  quart  every  4  hours, 
leaving  in  a  rectal  tube  for  an  hour  or  so  between  times. 
Rubbing  the  abdomen  adds  to  the  comfort  of  the  patient.  More 
vigorous  treatment  may  be  required,  such  as  turpentine  enemata. 
If  the  violent  sickness  still  persists  on  the  second  day,  castor 
oil  or  magnesium  sulphate  should  be  given  by  the  mouth. 
Although  these  drugs  are  most  often  rejected,  some  stays  down 
and  will  do  good.  If  the  bowels  do  not  act  in  6  hours,  an 
enema  of  soap  and  water  will  prove  effectual.  Peristalsis 
returns  and  gas  does  not  accumulate.  The  patient's  strength, 
which  is  failing  under  the  stress  of  the  constant  sickness,  can 
be  sustained  by  rectal  enemata  of  brandy  and  water,  and  sips 
of  brandy  by  the  mouth. 

When  the  vomit  is  hsemorrhagic  and  resembles  beef-tea 
dregs  or  coffee-grounds,  I  carry  out  the  above  treatment  for 
flatulence,  stimulate  the  patient,  give  copious  draughts  of  hot 
soda  solution,  and  in  addition  administer  by  the  mouth  a  solution 
of  adrenalin  chloride  "n^v.  to  I'Lx.  in  a  teaspoonful  of  water. 

Why  use  adrenalin  ?  Two  years  ago,  after  having  witnessed 
a  fatal  result  in  a  case  of  persistent  iKnemorrhagic  vomiting  in 
which  washing  out  the  stomach,  intravenous  saline  infusions, 
stimulants,  etc.,  had  proved  unavailing,  I  wondered  at  the 
quantity  of  coal-lilack  material  which  was  washed  out  of  the 
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stomach.  Where  did  the  blood  come  from  ?  Most,  if  not  all 
of  those  cases  have  been  suspended  by  the  legs  in  the 
Trendelenburg  position  for  an  hour  or  more.  In  this  position 
the  blood  gravitates  from  the  large  bloodvessels  in  the  abdomen 
and  engorges  those  of  the  head,  neck,  and  thorax.  Are  the 
vessels  of  the  stomach  also  engorged  ?  Do  they  remain  engorged 
after  the  patient  is  put  back  to  bed  and  rupture  under  the 
stress  of  retching?  Under  these  circumstances  the  vomit 
would  be  clear  or  bile-stained  at  first,  subsequently  becoming 
hsemorrhagic.  In  some  cases  this  does  occur.  In  the  cases 
in  which  vomiting  is  delayed  for  24  hours,  the  vomit 
is  black  right  away.  The  stress  of  retching  cannot  have 
caused  rupture  of  dilated  vessels,  for  there  has  been  no  retching. 
Has  the  stomach  been  made  ana3mic  by  the  Trendelenburg 
position,  and  have  small  ulcers  been  eaten  out  of  the  mucous 
membrane  by  the  excessively  acid  stomach  contents,  as  in  the 
gastric  ulcers  occurring  in  chlorosis,  secondary  anaemias,  etc.  ? 
Are  the  haemorrhages  due  to  hepatic  insufficiency?  From 
whatever  cause,  there  is  a  leak  of  blood  into  the  stomach. 
Blood  when  swallowed  causes  vomiting.  This  blood  collecting 
in  the  stomach  must  also  tend  to  increase  the  sickness  already 
present.  By  washing  out  the  stomach  with  a  rubber  tube  and 
funnel,  we  get  rid  of  that  blood  which  has  already  collected,  but 
it  goes  on  collecting.  If  large  quantities  of  strong  soda  solution 
are  given  by  the  mouth,  the  stomach  is  washed  out  and  the 
tenacious  mucus  separated  from  the  stomach  walls.  Follow  this 
with  the  administration  of  adrenalin.  The  vomit  will  no 
longer  be  hsemorrhagic  and  the  sickness  soon  disappears. 
This  mode  of  treatment  has  been  carried  out  in  a  number  of 
cases  with  surprising  results.  The  following  are  a  few  selected 
cases : — 

Case  I. — Mrs  B.,  set.  46,  after  removal  of  a  large  ovarian 
cyst,  had  persistent   brown  vomit.     She  had   three   doses .  of 
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"HI,  iii.  of  adrenalin  chloride  solution,  strength  1-1000,  during 
the  afternoon  and  evening  of  the  second  day.  On  the  third 
day  the  sickness  was  less  severe,  the  vomit  stained  with  green 
bile,  and  on  the  fourth  day  vomiting  had  ceased. 

Case  II. — Mrs  F.,  set.  36,  who  also  had  an  ovarian  cyst 
removed,  had  black  vomit  the  second  day.  She  had  twice  TT^  v. 
of  adrenalin.  The  vomit,  which  was  strongly  acid,  burning  the 
corner  of  her  mouth,  was  first  brownish-yellow  and  then 
colourless  after  the  adrenalin,  and  vomiting  ceased  on  the  third 
day. 

Case  III. — Mrs  P.,  ret.  50,  had  a  large  fibroid  uterus  removed 
by  supra-vaginal  hysterectomy.  Violent  persistent  vomiting 
continued  for  three  days,  the  vomit  being  black  in  colour. 
She  was  becoming  exhausted.  Two  doses  of  "nj,  x.  adrenalin 
were  given  on  the  third  day.  She  had  been  constantly  sipping 
strong  hot  soda  solution,  and  had  had  counter  irritants  over 
the  epigastrium,  sahne  enemata,  etc.,  as  all  these  cases  had. 
The  vomiting  ceased  almost  immediately  after  the  administra- 
tion of  the  adrenalin.  The  sister  in  charge  graphically 
described  the  result  by  remarking  "  it  acted  like  magic." 

Case  IV. — Mrs  J.,  set.  25,  who  had  a  ruptured  ectopic 
pregnancy  removed,  suffered  from  persistent  and  copious 
brown  vomit.  She  had  one  dose  of  \  v.  adrenalin  with 
cessation  of  vomiting. 

Case  V. — Mrs  S.,  set.  38,  after  removal  of  hsemato-salpinx, 
had  copious  bile-stained  vomit.  Adrenalin  was  also  tried  in 
her  case.  She  had  three  doses  of  TT^  v.  at  two-hourly  intervals. 
A  feeling  of  nausea,  accompanied  by  the  spitting  up  of  a  little 
white  mucus,  continued  for  a  few  hours  and  then  ceased. 

Supra-renal  extract  has  as  yet  only  been  used  in  therapeutics 
to  a  limited  extent.  Its  ischsemic  effect  is  well  known.  When 
injected  hypodermically  it  stimulates  unstriped  muscles,  setting 
up  powerful  contractions.     It  is  a  heart  stimulant,  acting  like 
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digitalis.  Hale  White  says  that  it  can  be  given  in  doses  of 
TFL  V.  tu  \  XXX. ;  but  that  it  is  probably  so  diluted  by  the 
stomach  contents,  that  it  has  no  action  when  given  by  the 
mouth.  I  beg  to  disagree  with  him.  It  has  been  given  in 
haemateraesis.  It  has  been  used  with  success  as  a  stimulant 
in  cases  of  sudden  heart  failure  during  the  administration  of 
chloroform.  Gottlieb  (5)  has  shown  that  in  animals  poisoned 
with  chloral  or  chloroform  until  the  pulse  has  almost  ceased, 
the  circulation  may  be  restored  immediately  by  this  treatment. 

I  can  only  explain  its  action  in  persistent  vomiting  by 
supposing  that  it  stimulates  the  muscles  of  the  stomach  walls, 
blanches  the  dilated  capillaries,  and  sets  up  regular  rhythmical 
contractions  of  the  stomach,  which  cause  its  contents  to  follow 
their  natural  course  and  flow  on  into  the  duodenum. 

For  the  collapse  accompanied  by  an  exceedingly  rapid  pulse, 
which  sometimes  ensues  in  cases  of  protracted  and  exhausting- 
vomiting,  salines  and  general  stimulants  are  much  more 
effectual  than  cardiac  stimulants,  even  in  very  large  doses.  As 
in  the  treatment  of  pneumonia  better  results  are  got  by  toning 
up  the  heart  before  the  crisis,  so  with  gynaecological  section 
cases,  digitalis,  strychnine,  and  light  diet  prior  to  the  operation 
will  do  more  for  the  patient  than  -j^  digitalin  and  ^\  of 
strychnine  given  every  2  hours  or  oftener  when  the  pulse 
becomes  rapid.  Personally,  I  am  of  opinion  that  hypodermic 
medication  carried  out  during  chloroform  sickness  will  increase 
the  sickness.  Hypodermics  of  strychnine  and  morphia  are 
especially  liable  to  cause  sickness.  Not  one  bub  several 
patients  have  assured  me  that  these  drugs  so  administered 
made  them  sick,  and  from  observations  I  have  since  made 
I  think  it  highly  probable. 

We  have  nothing  which  is  certain  in  its  result  as  a  pro- 
phylactic in  this  often  serious  condition  of  post-anaesthetic 
vomiting. 

In  a  few  cases  when  the  operation  was  of   long  duration 
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and  anaesthesia  prolonged,  and  in  others  where  there  had  been 
excessive  loss  of  blood,  I  have  practised  intravenous  infusion  of 
normal  saline  solution  during  the  operation.  Xone  of  these 
patients  suffered  from  intractable  sickness.  ^luch  depends 
on  the  manner  of  administration.  The  after-complications  of 
chloroform  anaesthesia  are  of  a  nature  so  grave  in  many  cases, 
that  none  but  an  expert  ought  to  be  permitted  to  administer 
the  drug  in  major  operations. 
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Dr  Haig  Fergitson  said  Dr  Keay  had  given  them  a  very 
interesting  paper.  His  statement  as  regards  adrenalin  was 
very  suggestive.  He  himself  had  never  tried  it,  and  could  not 
speak  as  regards  its  action,  but  would  try  it  on  the  next  oppor- 
tunity. If  patients  were  carefully  prepared  beforehand,  much 
less  sickness  resulted ;  not  only  should  they  be  prepared  as  regards 
the  bowels,  but  strychnine  should  be  administered  either  by  the 
mouth  or  hypodermically.  When  that  was  done  for  3  or 
4  days  previously,  his  experience  was  that  there  was  much 
less  sickness.  With  regard  to  infusion  during  the  time  of  the 
operation,  he  had  found  that  a  good  plan  in  cases  of  ruptured 
ectopics  and  haemorrhage,  was  to  pour  in  some  ordinary  saline 
into  the  peritoneal  cavity  before  closing  the  abdomen.  He 
used  to  do  it  only  in  cases  where  the  patient  had  lost  a  good 
deal  of  blood ;  he  now  did  it  as  a  matter  of  routine,  and  had 
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couseqiieutly  found  post-operative  sickness  less  frequent,  and 
less  severe  when  it  did  occur. 

Df  J.  Lamond  Lackie  said  he  would  like  to  mention  one 
method  that  Dr  Keay  had  not  referred  to,  and  which  he  had 
seen  successfully  employed  in  ;i  case  of  blackwater  fever. 
The  patient,  a  man  who  had  been  on  the  West  Coast  of  Africa, 
was  suffering  from  uncontrollable  vomiting,  and  all  the 
ordinary  remedies  had  been  tried  without  success.  Major 
Marshall  suggested  blistering  the  vagus,  a  treatment  which,  he 
said,  was  very  commoidy  employed  in  the  East  in  the  treat- 
ment of  severe  chloroform  sickness. 

Dr  Lackie  was  also  much  interested  in  the  two  forms  of  vomit- 
ing which  Dr  Keay  had  described.  He  found  that  the  black  vomit- 
ing usually  came  on  within  24  hours,  and  did  not  last  very  long ; 
but  when  the  black  vomiting  came  on  3  or  4  days  afterwards, 
it  was  indicative  of  sepsis,  and  these  late  cases  were  almost  always 
fatal.     He  had  been  very  much  interested  in  Dr  Keay's  paper. 

The  President  said  he  thought  it  was  their  duty  to  thank 
Dr  Keay  for  having  brought  this  unusually  practical  and 
interesting  communication  before  them.  So  far  as  his  experi- 
•ence  went,  he  thought  they  might  put  down  post-operative  vomit- 
ing in  abdominal  cases  under  three  headings,  viz.,  (1)  chloro- 
form ;  (2)  paresis  of  intestine ;  and  (3)  peritonicis.  Chloroform 
vomiting,  in  the  majority  of  instances,  he  thought,  very  much 
•depended  on  the  idiosyncrasy  of  the  patient,  on  the  amount  of 
•chloroform  administered,  and  a  good  deal  on  the  ana3Sthetist 
himself.  Eecently  his  cases  of  vomiting  after  abdominal  section 
had  been  nothing  like  what  they  used  to  be.  He  never  prepared 
a  patient  beforehand  further  than  by  giving  a  dose  of  laxative 
medicine,  and  yet  he  found  that  the  vomiting  was  not  greater  than 
with  other  people  who  prepared  their  patients  more  elaborately. 
If  there  should  be  much  chloroform  sickness,  he  agreed  with 
Dr  Keay  that  no  food  should  be  given  at  all,  and  the  retching 
assisted  by  giving  big  drinks  of  water  and  bicarbonate  of  soda. 

N 
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The  vomiting  which  arises  from  paresis  was  a  niucli  more 
anxious  type,  because  it  seemed  to  him  to  be  extremely 
difficult  to  dipferentiato  it  from  that  of  peritonitis.  The  patient 
has  a  somewhat  careworn  expression,  and  the  pulse  is  fairly 
rapid  on  account  of  the  fever — tho  temperature  is  probably 
very  high,  but  it  does  not  necessarily  require  to  be  so  in  peri- 
tonitis. The  distention  of  the  abdomen  is  the  characteristic 
point,  because  in  cases  of  paresis  the  distention  is  very  much 
more  rapidly  developed  than  it  is  in  peritonitic  cases.  In  these 
cases,  his  whole  effort  was  directed  towards  trying  to  get  tho 
intestine  to  work  in  a  proper  direction.  He  thanked  Dr  Keay 
for  bringing  before  them  this  method,  which  he  had  not  yet  tried, 
namely,  the  exhibition  of  adrenalin,  because  one  thing  it  did 
was  to  contract  muscular  fibres — of  course,  whether  they  would 
contract  in  the  right  direction  was  another  question.  For 
vomiting  on  the  third  or  fourth  day  he  had  always  given  a  dose 
of  calomel,  which  he  believed  was  by  far  the  best  drug,  better 
than  castor  oil,  and  given  it  in  doses  of  2,  3  or  4  grs. 
"What  he  thought  was  still  better,  was  an  enema  of  glycerine 
and  Henry's  solution ;  there  was  no  enema  to  compare  with 
this;  he  had  tried  turpentine,  olive  oil,  castor  oil,  but  these 
sometimes  failed  in  their  action.  He  could  recommend  an 
enema  of  1  oz.  of  glycerine,  2  ozs.  of  Henry's  solution,  and  a 
teacupful  of  water  as  most  efficacious  for  removing  flatus 
from  a  distended  abdomen.  The  question  of  the  black  vomit 
was  an  interesting  one;  Dr  Keay  had  rather  ingeniously 
put  it  down  to  the  Trendeleidturg  position,  but  ho  must  say, 
that  it  was  less  nnw  than  before  the  Trendelenburg  position  was 
used;  that  he  thought  was  certainly  not  the  solution  of  this 
extraordinary  condition.  The  paper  was  one  of  great  interest,  and 
he  was  very  glad  to  have  had  the  opportunity  of  receiving  what  he 
might  call  this  wrinkle  regarding  the  use  of  adrenalin,  because  it 

appealed  to  him  from  a  physiological  aspect  as  one  of  great  value. 
Dr  Keay  replied. 
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Pr  J.  LaisionT)  Lackie,  Jim  lor  Vice-President,  in,  the  Chair. 

V.  SOME  PRACTICAL  POINTS  IN  THE  LIFE-HISTORV 
OF  UTERINE  FIBROMYOMATA. 

By  F.  W.  N.  Haultain,  M.D.,  F.R.C.P.E.,  Gyiicecologist  to  the 
Deaconess  Hospital,  Edinburgh. 

What  the  etiology  of  uterine  fibromyomata  is  remains  a 
profound  mystery,  with  the  natural  result  that  speculation 
is  rife.  Whether  they  are  developmental  or  acquired  has 
yet  to  be  proved ;  all  that  can  safely  be  stated  is  that  they 
practically  never  manifest  themselves  before  puberty,  and 
seldom  commence  of  themselves  to  give  evidence  of  their 
presence  after  the  menopause.  From  this  it  would  suggest 
itself  that  there  may  be  much  in  ovarian  influence,  which  is 
supported  by  the  fact  that  until  this  is  exercised  on  the 
uterus  they  are  unknown,  and  after  ovarian  activity  has 
ceased  they  have  yet  to  be  proved  to  develop,  while  at  the 
same  time  the  frequency  of  cystic  ovarian  conditions  complicat- 
ing their  presence  is  undoubted. 

To  attempt  to  unravel  the  mystery  is  quite  beyond  the 
modest  intention  of  this  short  communication,  and  I  shall 
therefore  confine  myself  to  a  few  practical  deductions  derived 
from  a  considerable  experience  concerning  the  o^ole  of  these 
tumours  during  and  after  the  child-bearing  period. 

As  is  well  known,  they  seem  to  occur  with  equal  frequency 
in  the  married  and  single,  but  a  considerable  amount  of 
controversy  still  exists  as  regards  their  relation  to  pregnancy. 

Many  observers  maintain  they  are  a  potent  cause  of 
sterility,  while  others  would  infer  that  sterility  is  an  undoubted 
stimulus  to  their  development.  My  experience,  however,  is 
entirely  opposed  to  the  latter  finding,  for  the  following 
reasons : — Fi7'sf,  Fibromyomata  occur  in  practically  equal 
proportions   in   married   and   single    women ;    Second,   Fertile 
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women  with  fibromyomata  are  relatively  sterile  for  many 
years  before  symptoms  from  the  tumours  assert  themselves. 

My  statistics  from  a  series  of  nearly  500  cases  in  which 
I  have  performed  hysterectomy  or  myomectomy  show  39  per 
cent,  to  be  single  and  61  per  cent,  married.  Of  the  married, 
42  per  cent,  were  childless,  and  40  per  cent,  of  those  who  had 
children  had  but  one  child,  while  the  average  number  of 
children  to  each  was  2-6.  The  average  age  of  the  last  child 
before  operation  was  eight  years.     (Xo  widows  were  included.) 

One  can  reasonably  infer  from  the  above  that  the  mere 
occurrence  of  marriage  has  little  or  nothing  to  do  with  their 
presence,  but  so  far  as  child-bearing  is  concerned,  fertility  is 
much  impaired.  In  fact,  it  would  point  to  the  distinctly 
sterilising  effect  of  these  tumours,  and  probably  at  the  same 
time  show  that  pregnancy  has  a  distinct  stimulating  effect 
upon  their  growth.  As  is  well  known,  during  pregnancy 
fibromyomata  increase  in  si/e,  and  my  experience  is  that 
they  remain  larger  after  its  completion. 

Doubtless  exceptions  occur  where  from  uterine  contractions 
they,  from  want  of  nourishment,  atrophy  or  are  expelled  as 
polypi,  but  so  far  as  my  practice  is  concerned,  this  is  only  an 
exception  which  proves  the  rule. 

From  this  permanent  enlargement  they  commence  to 
develop  symptoms,  one  of  the  chief  of  which  is  sterility,  either 
absolute  or  indirect,  due  to  the  frecjuency  of  abortions.  In 
this  we  must  discern  the  wise  provision  of  Nature,  as  the 
presence  of  fibroids  is  a  complication  of  pregnancy  fraught 
with  much  danger. 

In  a  former  paper  read  before  the  Society  I  dealt  in  detail 
with  those  cases  where  from  the  position  and  size  of  the 
tumours  pregnancy  and  labour  were  adversely  influenced, 
.Mthough  these  only  formed  about  3  per  cent,  of  the  cases  I 
have  had  to  perform  hysterectomy  or  myomectomy  upon,  the 
difificulties  and  dangers  of  the  operation  were  much  increased. 
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and  showed  a  mortality  of  15  per  cent,  compared  with  that  of 
imder  2  per  cent,  in  cases  not  thus  complicated. 

There  can  be  no  question  that  women  with  fibroids 
sufficiently  prominent  to  direct  attention  to  their  presence 
are  safer  single,  and  if  married,  sterile. 

The  main  characteristic  of  fibromyomata  is  the  frequency 
with  which  they  undergo  degenerative  change.  In  my  cases 
this  occurred  in  3-4  per  cent. — an  experience  very  much  in 
keeping  with  the  statistics  of  Noble  and  other  operators. 

That  this  largo  percentage  should  obtain,  is  only  in  accord 
with  what  one  would  expect  when  the  structure  and  site  of 
the  tumour  is  considered.  As  is  their  wont,  fibroids  tend  to 
develop  an  excess  of  fibrous  tissue,  and  at  the  same  time 
throughout  their  substance  are  poorly  supplied  with  blood- 
vessels, while  their  circulation  at  the  best  is  tedious  and 
difficult.  Coincidently  they  are  subjected  to  extraordinary 
variations  in  vascularity  by  the  continual  changes  which  occur 
in  the  uterus  during  menstruation  and  pregnancy.  CEdema 
and  other  congestive  conditions  are  thus  prone  to  be  developed, 
with  subsequeiit  degenerations  of  a  hyaline  nature,  leading  to 
cyst  formation.  Malignant  or  sarcomatous  change,  on  the 
other  hand,  in  my  experience  is  extremely  rare.  Twice  only 
have  I  noted  it  in  my  495  cases.  Unfortunately  this  is  not 
in  accord  with  other  observers.  Thus  ISToble  states  it  to  occur 
i]i  2  per  cent,  of  2274  collected  cases,  but  he  himself  has  only 
found  it  twice  in  337  cases.  Winter,  in  258  cases,  has  met 
with  it  in  4-3  per  cent. 

Probably  this  great  disparity  in  frequency  is  due  to  the 
fact  that  Winter  has  based  his  statistics  on  microscopic 
evidence,  which,  taken  alone,  is  of  questionable  value,  for  in 
many  cases,  which  cannot  clinically  be  said  to  be  malignant, 
numerous  embryonic  connective  tissue  cells  may  be  seen 
simulating  sarcomatous  tissue.  Sarcoma  of  the  uterus  is 
fortunately,  from  a  clinical  aspect,  an  extremely  rare  disease  ^ 
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on  the  other  liaiid,  if  4  per  cent,  of  fibromyoniata  thus 
degenerated,  it  would  be  comparatively  common.  Mere 
microscopic  evidence  cannot  here  be  depended  on  as  of  much 
clinical  value  so  far  as  prognosis  is  concerned. 

Although  themselves  having  a  feeble  blood-supply,  the 
presence  of  fibromyoniata  tends  greatly  to  increase  the 
vascularity  of  the  uterus.  In  particular  is  this  to  be  noticed 
in  the  cellular  bed  which  surrounds  the  tumour  where  the 
veins  are  so  numerous  as  to  form  a  distinct  plexus.  Here 
it  is  not  uncommon  for  phlebitis  to  develop  and  spread  to  the 
veins  of  the  lower  limbs.  I  have  met  with  this  condition  in 
an  aggravated  form  in  14  eases,  in  9  of  which  both  legs 
were  affected. 

In  the  first  3  I  saw,  I  hesitated  to  remove  the  tumour, 
with  the  result  that  the  first  2  had  a  proloiiged  invalidism  of 
months'  duration.  .Vs  the  third  case  died  from  embolism  after 
many  weeks  of  great  suffering,  I  determined  in  future  to 
operate  at  once  and  remove  the  cause.  The  result  has  been 
satisfactory  beyond  expectation;  in  each  of  the  11  cases  I 
have  thus  treated,  the  convalescence  has  been  rapid  and  the 
cure  complete  within  six  weeks.  In  3  of  the  cases  there  was 
a  luarked  aggravation  of  the  phlebilic  symptoms  immediately 
following  the  operation,  but  this  rapidly  diminished.  I'ost- 
operative  phlebitis  is  an  occasional  sequel  to  hysterectomy. 
I  have  met  with  it  in  9  instances,  in  each  of  which  the 
symptoms  developed  during  the  second  week  after  the  opi'ra- 
tibn.  Beyond  delaying  the  convalescence  for  ten  days  or  so, 
no  untoward  result  followed. 

Perhaps  one  of  the  most  striking  characteristics  of  fibro- 
myomata  is  the  frequency  with  which  they  delay  the  meno- 
pause, and  it  is  during  the  development  of  this  phase  of  life 
that  they  are  specially  liable  to  undergo  degenerative  changes. 
This  is  doubtless  du(^  to  the  readiness  with  which  they  react 
to  the  circulatory  changes  which  occur  in  the  uterus  at  this 
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time — a  condilion  to  h?.  expected  from  the  comparativt^lr 
feeble  circulation  through  these  growths  under  normal 
circumstances. 

The  dela}'  of  the  menopause  may  be  extremes  On  one 
occasion  I  operated  on  a  patient  of  61  in  whom  it  had  not 
been  reached,  and  on  five  other  occasions  have  noted  the  same 
citndilion  after  the  a,'j,e  of  5G. 

Quite  a  diversity  of  opinion  exists,  however,  as  to  the 
course  of  fibromyomata  after  the  climacteric  has  been  j^assed. 
In  general  it  is  supposed  that  tliey  shrink,  become  atrophic 
and  inert,  but  there  are  others  who  assert  that  no  such  salutary 
change  is  to  be  looked  for — that  they  tend  to  degenerate. 

Unfortunately  statistics  are  extremely  scant;  most  authors 
have  tabulated  their  cases  under  decades  of  years,  from  which 
it  is  impossible  to  derive  definite  data.  Thus,  Xohle  in  287 
cases  shows  34  operated  on  between  50  and  60,  and  10  cases 
over  60  years  of  age.  Naturally  the  bulk  of  the  latter  may 
be  said  to  be  post-climacteric,  and  show  a  percentage  somewhat 
above  my  experience. 

In  495  cases  of  hysterectomy  and  myomectomy  for  fibroids 
I  have  only  operated  on  6  after  the  menopause  where  the 
indication  for  their  removal  was  due  to  the  tumour.  They 
are  as  follows: — 1  calcified  tumour,  which  caused  painful 
pelvic  pressure  symptoms :  1  sarcomatous  degeneration  of  the 
tumour;  1  twisted  uterus  (which  formed  the  pedicle),  giving 
rise  to  peritonitis  from  strangulation  of  the  growth;  1  fibro- 
cystic degeneration,  causing  rapid  increase  in  the  size;  2 
cervical  tumours,  causing  pressure  symptoms.  On  seven 
occasions  I  have  operated  on  cases  of  fibroid  for  post- 
climacteric haemorrhage  due  to  secondary  growths  of  the 
uterine  mucosa,  4  of  which  were  malignant  and  3  benign. 

The  aggregate,  therefore,  of  13  in  495  cases  forms  less 
than  3  per  cent.,  and  in  less  than  half  of  these  was  the  trouble 
due  to  the  fibromvoma. 
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In  AVard  36  of  the  Royal  rnfinnary,  to  whose  case  records 
I  obtained  access  through  the  kindness  of  Dr  Brewis,  only  3. 
cases  are  mentioned  in  the  last  five  years:  1  a  cervical  tumour; 
1  ])ressure,  though  tumour  smaller;  1  malignancy  of  endo- 
metrium. Such  statistics  go  far  to  show  that  after  the 
menopause  the  tendency  of  fibroids  is  towards  atrophy  and 
quiescence,  and  this  is  strongly  supported  by  my  experience 
and  tliat  of  others  from  the  knowledge  of  many  cases  where 
fil)roids  were  known  to  exist  and  give  rise  to  trouble  before 
the  change  of  life,  and  are  now  (quiescent  and  innocuous. 
One  is  fortunate,  from  the  statistician's  aspect,  in  being- 
able  to  observe  such  cases,  from  the  fact  that  until  compara- 
tively recently  removal  of  these  tumours  was  far  too  grave 
an  operation  to  undertake  unless  under  desperate  circumstances, 
and  thus  many  who  have  passed  through  a  long  period  of 
invalidism  are  enjoying  a  restful  old  age. 

Fortunately,  from  the  patient's  aspect,  the  safety  of  the 
operation  now  will  render  further  statistics  of  this  nature  more 
difficult  to  acquire.  It  is,  however,  unnecessary,  as  it  may  be 
accepted  that  the  effect  nf  the  menopause  on  fibromyomata  is, 
in  the  main,  salutary. 

If  it  be  true,  as  shown  from  post-mortem  statistics  (Bayle), 
that  one  in  five  women  have  fibroid  nodules  in  their  uterus,  in 
a  very  small  proportion  must  they  grow  to  any  dimensions  or 
assume  characters  of  a  morbid  type.  Fibromyomata  may  thus 
be  considered  in  the  main  as  harmless  growths,  which  only 
demand  attention  when  they  give  rise  to  symptoms. 

There  are  many  writers  who  look  upon  them  from  an 
entirely  difTerent  aspect,  and  recommend  their  removal,  when- 
ever recognised,  under  all  circumstances  as  dangerous. 

AVith  this  view  1  am  entirely  at  variance,  as  from  what  F 
have  shown  in  the  foregoing  pages  it  must  be  evident  that  not 
only  do  but  a  small  proportion  of  fibroids  give  rise  to  symptoms, 
but  when  they  arise  there  is  plenty  of  time  in  practically  all 
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cases  to  treat  them  successfully.  ^Malignancy  is  an  exception, 
and  sudden  dangers  very  rare. 

On  the  other  hand,  when  symptoms  develop,  no  one  can 
more  wholeheartedly  support  their  removal  than  I  do. 

To  wait  for  the  menopause  is,  as  has  been  shown,  too 
indefinite,  and  even  then  no  sinecure  as  regards  safety. 

The  risk  of  operation  is  now  so  small  that  it  is  folly  to 
undergo  years  of  invalidism  for  a  problematical  healthy  old 
age.  Yet  small  as  the  risk  may  be,  it  seems  to  me  still  greater 
folly  to  undergo  it  on  the  still  more  problematical  chance  of  an 
innocuous  quiescent  growth  becoming  active  or  malignant. 

Sufficient  unto  the  day  is  the  evil  thereof;  a  2  per  cent. 
risk  is  worth  running  when  benefit  is  to  be  attained ;  but  not 
on  the  chance  of  avoiding  possible  trouble.  One  might,  with 
greater  propriety,  advocate  the  removal  of  the  normal  appendix 
than  a  small  innocuous  uterine  fibroid,  as  the  chances  of  future 
trouble  are  not  only  as  great,  but  when  they  do  occur  are 
much  more  dangerous  and  urgent. 

From  the  foregoing,  one  may  legitimately  form  the  follow- 
ing conclusions  : — (1)  Fibromyomata  of  the  uterus  are  extremely 
common ;  (2)  only  a  small  proportion  give  rise  to  morbid 
symptoms;  (3)  they  tend  to  cause  sterility;  (4)  they  are 
particularly  liable  to  degeneracy,  though  seldom  of  a  malignant 
type  from  a  clinical  aspect ;  (5)  degeneration  is  specially  prone 
to  occur  at  the  menopause ;  (6)  after  the  menopause,  atrophy 
and  quiescence  is  the  usual  sequence ;  (7)  when  symptoms  occur, 
removal  is  the  proper  treatment ;  (8)  when  small  and  innocuous, 
no  sursiical  treatment  is  called  for. 


Dr  J.  JJ\  Bollantyne  said  he  had  had  great  pleasure  in 
listening  to  Dr  Haultain's  paper.  When  he  looked  at  the  title 
on  the  billet  he  had  thought  to  himself  that  some  years  ago 
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libroids  had  a  lone;  life  and  a  somewhat  weary  one ;  but  with 
I)r  Haul  tain  he  thought  they  had  a  short  life  and  a  somewhat 
luerry  one.  One  interesting  point  was  their  influence  on 
reproduction.  They  certainly  did  not  seem  to  be  a  punishment 
of  celibacy,  so  to  speak.  Another  point  that  had  to  be  kept  in 
mind  was,  that  they  did  tend  to  sterility,  and  very  often  one- 
ciiild  sterility;  this  was  increasingly  Ijrought  under  one's  notice 
nowadays.  He  recalled  the  case  of  a  woman  who  was  forty-one 
when  she  was  married,  and  who  had  three  children  after  that ; 
he  attended  her  at  each  confinement  and  after  each  there  was 
very  l)ad  2)ost-partum  htemorrhage.  She  had  a  large  intra- 
muscular fibroid,  so  far  as  could  be  made  out.  She  went 
through  the  menopause  a  few  years  later.  Her  husband  died. 
She  had  no  further  trouble,  although  she  had  quite  a  big 
swelling.  Some  people  said  always  operate  after  the  meno- 
pause; he  quite  agreed  with  Dr  Haultain  that  if  a  fibroid  is 
present  after  the  menopause  it  is  very  seldom  that  it  requires 
to  be  operated  on.  He  was  glad  to  hear  Dr  Haultain,  with  his 
large  experience,  saying  that  these  tumours  did  not  tend  to 
malignancy.  One  reads  a  great  deal  about  the  frequency  with 
which  they  become  malignant,  and  yet  Dr  Haultain's  experi- 
ence is  that  they  do  not  show  that  tendency;  and  he  agreed 
with  J)r  Haultain  that  they  did  not  tend  to  become  malignant. 
J  To  thought  they  were  very  much  indebted  to  the  President; 
he  always  gave  the  Society  some  enlightenment  when  he 
took  up  the  subject  of  fibroid  tumours. 

Dr  Jfaig  Ferguson  said  he  cordially  joined  with  J)r  ]>allan- 
tync  in  thanking  J)r  Haultain  for  his  most  interesting  paper. 
He  agreed  witii  almost  everything  Dr  Haultain  had  said ;  there 
was  one  point,  however,  on  which  he  was  inclined  to  disagree, 
namely,  with  regard  to  sterility.  Ho  was  inclined  to  take  the 
\i('w  that  fibroids  are  the  result  of  the  sterility  and  that  the 
woman  is  sterile  from  some  other  cause.  He  tlnnight  the 
general  trend  of  (»pinion  was  in  favmir  of  the  view  that  fibroids 
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were  the  result  of  previous  sterility.  He  was  in  complete 
agreement  with  Dr  Haultain  as  to  sarcoma  and  malignant 
degeneration;  ho  had  seen  very  few  cases,  although  he  had 
had  several  cases  in  which  the  pathologists  haxl  reported 
distinct  sarcomatous  degeneration  of  fibroid  tumours.  One  case 
occurred  to  him  where  he  had  got  a  report  of  sa,rcomatous 
degeneration  from  three  pathologists;  he  determined,  however, 
Lo  wait  and  see  the  result  of  the  condition.  Tl;at  was  six  or 
.seven  years  ago,  and  in  that  case  he  had  done  a  supravaginal 
hysterectomy  without  having  any  suspicion  of  sarcoma ;  that 
patient  was  now  perfectly  well.  In  other  cases  since  he  had 
also  had  reports  which  he  had  received  with  several  grains  of 
salt.  As  Dr  Haultain  said,  the  microscopic  characters  are  almost 
identical  with  a  round-celled  sarcoma,  and  it  was  impossible  to 
tell  the  one  from  the  other.  Then  another  point  Dr  Haultain 
Ijrought  up  was  the  question  of  phlebitis ;  he  quite  agreed  as 
to  the  importance  of  early  operation  in  these  cases.  In  the 
lirst  case  he  saw  he  had  hesitated  and  delayed,  but  the  patient 
got  well.  In  three  cases  since  he  had  operated  with  extremely 
satisfactory  results.  He  agreed  with  Dr  Haultain  that  theie 
was  no  reason  for  removing  a  fibroid  at  or  near  the  menopause 
unless  it  was  giving  rise  to  symptoms.  One  was  aghast  at 
some  of  the  statements  one  read,  where  it  was  said  that  all 
fibroids,  under  any  circumstances,  required  to  be  removed.  One 
knew  many  people  who  were  living  to  a  peaceable  and  happy 
old  age  with  fibroids.  He  would  just  again  thank  Dr  Haultain 
for  his  interesting  paper. 

Dr  Fordycc  said  he  had  listened  to  Dr  Haidtain's  jmper  with 
great  interest.  Dr  Haultain  stated  that  only  a  small  propor- 
tion of  fibroids  gave  rise  to  symptoms.  He  thought  it  must 
depend  on  what  was  meant  by  a  fibroid ;  he  did  not  think  that 
was  the  case  unless  he  included  those  little  sub-peritoneal 
nodes,  which  were  the  only  fibroids  which  came  under 
one's    notice    where    there    were    no   symptoms.      He    would 
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like  to  usk  ])r  Haultain  liow  many  fibroids  he  recognised 
he  would  leave  behind  in  the  uterus  ?  He  thought 
a  very  small  proportion.  For  his  part,  he  thought  that  a 
patient  at  the  child-bearing  period  who  had  a  fibroid  that 
could  be  diagnosed  was  better  without  it.  Dr  Haultain  pointed 
out  the  risk  a  patient  ran  if  she  became  pregnant.  For  that 
reason  alone,  if  the  fibroid  is  giving  rise  to  symptoms,  however 
slight,  it  ought  to  be  removed  ;  apart  from  that  risk,  there  seemed 
to  be  a  very  decided  risk  of  fibroids  undergoing  degeneration 
at  the  time  of  the  menopause.  Eecently,  he  had  had  three 
cases  under  his  care  where  the  fibroids  had  ujidergone  very 
marked  sloughing  and  degeneration,  involving  great  risk.  As 
regards  ilie  questioii  of  malignancy,  in  the  absence  of  personal 
experience,  he  would  be  inclined  to  agree  with  Dr  Haultain. 
A  patient  had  come  to  him  a  few  months  ago  with  a  fibroid  ;  she 
had  been  in  London  and  had  seen  two  gynaecologists  who  urged 
immediate  operation,  and  the  reason  for  the  urgency  was  that 
the  tumour  was  very  apt  to  become  cancerous.  He  could  not 
agree  with  that,  but  finally  the  tumour  had  to  be  removed  for 
other  reasons. 

^^r  K.  W.  Scott  Carmicharl  said  that  in  the  last  four  opera- 
tions he  had  done  for  fibroid  tumours,  he  had  found  cystic 
tumours  of  the  ovary  in  three;  he  would  like  to  ask  Dr 
Itaultain  in  what  proportion  uf  cases  ho  had  found  cystic 
tumours?  It  might  have  an  important  bearing  on  the  question 
of  sterility  in  connectiim  with  filiroid  tumours. 

The  Junior  Vire-l^resident  said  that,  in  his  opinion,  unless 
fibroids  were  causing  symptoms  they  were  best  left  alone. 
Patients  with  fibroids,  once  they  had  passed  the  menopause, 
had  the  chance  of  a  comfortable  old  age.  He  desired  to 
thank  Dr  Haultain  in  the  name  of  the  Society  for  his  most 
interesting  paper. 

Dr  J  fan/ fain,  in  replying,  said  he  had  brought  the  subject 
forward  from  three  points  of  view ;  two  of  thcni  were  debatable 
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and  the  other  interesting.  The  interesting  point,  and  one  that 
lie  had  not  seen  quoted  anywhere,  was  the  removal  of  fibroids 
which  were  giving  rise  to  phlebitis.  The  uniform  success  in 
curing  the  phlebitis  in  these  cases  was  truly  unexpected.  One 
would  imagine  that  it  would  be  dangerous  to  reiuove  a  tumour 
which  was  giving  rise  to  great  swelling  and  inflammation  in  the 
lower  limbs,  but  that  was  not  so  ;  he  had  known  the  condition 
cured  in  six  weeks,  although  he  had  had  some  anxiety  on 
account  of  the  aggravation  of  the  phlebitis  for  a  day  or  two 
after  the  operation.  Perhaps  the  most  important  points  which 
had  been  brought  up  were  the  question  of  malignancy  and 
the  question  of  the  effect  on  the  menopause.  He  had  read 
l)ractically  monthly  in  journals  that  fibroids  ought  to  be 
removed,  one  of  the  main  reasons  being  that  they  tend  to 
become  malignant.  Out  of  an  experience  of  over  400 
cases,  he  had  only  had  2  which  had  been  malignant;  he  had 
done  a  supravaginal  hysterectomy  in  the  majority  of  them,  and 
had  only  once  seen  a  malignant  condition ;  that  was,  he  thought, 
sufficient  to  refute  the  argument  of  removal  from  that  point 
of  view.  They  looked  malignant,  Init  microscopic  evidence 
was  one  thing  and  clinical  evidence  another,  and  unless  they 
went  hand-in-hand,  one  could  not  rely  on  the  miscroscopical 
evidence  as  an  indication  for  the  removal  of  the  tumour  to 
prevent  malignancy.  The  other  point  was  the  question  of  the. 
menopause.  He  was  certain  that  they  had  also  seen  frequently 
the  statement  made  that,  after  the  menopause,  fibroid  tumours 
in  many  cases  did  not  cease  to  give  rise  to  sj'mptoms.  Tliat 
was  not  his  experience,  nor  the  experience  of  Dr  Brewis,  nor 
the  experience  in  Ward  35  during  the  last  ten  years.  He  had 
gone  over  the  cases  in  Ward  35  during  the  last  ten  years, 
and  they  were  even  more  convincing  than  those  of  Ward  36. 
Dr  Ferguson  remarked  that  he  thought  fibroids  were  due  to 
sterility.  But  it  was  a  one-child  sterility,  and  that,  in  Dr 
Haul  tain's  opinion,  was   proof   against  the  view  that   fibroids 
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were  due  to  sterility — the  woman  has  a  child,  and  then  she 
has  no  more;  therefore,  one  could  not  put  the  small  fibroid 
ilown  as  a  cause  of  sterility  ;  us  a  result  of  the  pregnancy,  the 
fibroid  increases  in  size,  ami  then  it  becomes  a  cause  of  sterility. 
Everything,  in  his  opinion,  pointed  to  that  view.  As  regards 
l)r  Fordyce's  question,  he  found  that  fibroid  nodules  occur  in 
about  20  per  cent,  of  all  women.  If  that  were  so,  there  could 
hi  no  ditubt  thai  only  very  few  of  them  developed  and  became 
active,  because  fibroids  were  not  \'ery  frequent.  They  did  not 
see  these  small  fibroids  as  a  rule,  and  so  did  not  get  the 
opportunity  of  removing  them;  but  certaiidy  if  he  did  see 
I  hem  and  they  were  giving  rise  to  no  symptoms,  he  would  not 
sul^ject  the  woman  to  the  risk  of  removal.  Mr  Carmichael  asked 
about  cystic  ovaries;  he  could  not  give  any  statistics  straight 
away,  but  he  should  think  they  occurred  in  about  30  per  cent. 


VI.  NOTE    OS   TWO    UNUSUAL   CASES   OF    PELVIC 
ABSCESS. 

]')>■  J.  Lamond  Lackik,  M.D.,  F.lt.C.P.E.,  Assistant  Physician. 
Pioyal  Matcniity  Hospital  :  As.sistant  ( Jynaicologist  to  Leith 
Hositital. 

Everyone  is  familiar  with  the  most  common  form  of  pelvic 
cellulitis.  Infection  of  a  tear  in  the  cervix  or  the  vagina  leads 
to  infection  of  the  lymphatics,  and  so  the  poison  is  carried  to 
the  cellular  tissue,  situated  in  the  folds  of  the  broad  ligament. 
The  inflammation  spreads  laterally  along  the  base  of  the  liga- 
ment, and  then  passes  forward  to  the  tissue  beneath  the 
reflection  of  the  peritoneum  on  the  anterior  abdominal  wall. 
A  hard  deposit  is  felt  extending  above  Poupart's  ligament,  and 
this  may  gradually  resolve,  or  it  may  go  on  to  pus  formation, 
the  abscess  pointing  tlnviugh  the  anterior  alxlominal  wall.  Il 
hapjiened  that  some  little  time  ago  1  had  two  cases  in  which 
the   inilamniat.iiiy  process   spread    along   other   than    common 
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lines,  and  in  which  an  abscess  was  ultimately  opened  in  unusual 
places. 

Mrs  A.,  vet.  33,  was  confined  of  her  fifth  child  on  April  8, 
1908.  The  labour,  1  understand,  was  normal  in  every  respect. 
However,  on  the  third  day  she  had  a  ri,u;or,  followed  by  a 
temperature  of  103°,  which  fell  to  101  on  the  foUowinf^ 
morning.  The  same  evening,  the  temperature  was  again  103  , 
and  it  was  then  that  I  saw  her  for  the  first  time.  The  uterus 
was  washed  out  that  night,  and  a  good  deal  of  bad-smelling 
debris  was  removed.  This  operation  was  repeated  by  her 
doctor  twice  daily  for  four  days,  when  the  patient  became 
apparently  quite  well.  I  heard  nothing  of  her  till  the  middle 
of  August,  when  I  was  asked  to  see  her  again,  and  I  was  told 
that  very  soon  after  getting  up  after  her  puerperium  in  April, 
she  began  to  complain  of  a  pain  in  her  right  hip,  which  had 
gradually  become  worse  and  worse.  This  pain  so  spread  down 
her  leg  that  she  was  unable  to  walk,  and  for  many  weeks  she 
had  been  confined  to  a  bed  or  couch.  The  chief  centre  of  the 
pain  was  situated  over  the  right  buttock  in  line  with  the  upper 
portion  of  the  greater  sciatic  notch.  On  examination,  ^>e?- 
vaginam,  one  found  a  tender  inflammatory  mass  involving  the 
parametric  tissue,  not  coming  close  up  to  the  uterus,  but  rather 
occupying  the  outer  portion  of  the  broad  ligament,  and  passing- 
outwards  and  backwards  to  side  and  back  wall  of  the  pelvis. 
The  patient  was  removed  to  a  home  on  August  19,  and  a  course 
of  hot  douching,  vaginal  packing,  and  hot  external  applications 
was  entered  upon.  At  this  time,  there  was  only  a  slight  nightly 
rise  of  temperature. 

Being  on  holiday,  I  did  not  see  Mrs  A.  for  a  month,  and  on 
my  return  I  was  disappointed  to  find  no  improvement.  The 
pain  was  worse  than  ever,  the  evening  temperature  was  higher, 
and  the  patient  had  lost  weight  to  a  great  extent.  Nothing 
more  could  be  made  out  per  vaginam  ;  but  over  the  painful  area 
on  the  buttock  the  skin  had  become  distinctly  oedematous,  but 
no  deep  fluctuation  could  be  determined — only  a  hardness,  in 
which  no  soft  point  which  might  have  guided  one  towards  pus, 
could    be    detected.      During   the   next   week,    the    saprsemic 
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temperature  reached  a  serious  degree,  the  thermometer  often 
recording  10-4  and  once  105  ;  there  were  profuse  sweatings 
and  the  patient  seemed  very  ill  indeed.  On  October  4,  the 
l)atient  l)9ing  an?esthetised,  I  cut  down  through  the  oedematous 
skin  in  the  direction  of  the  sciatic  notch,  and  it  was  only  when 
one  had  nearly  reached  the  bone  that  pus  escaped,  and  that  only 
in  a  small  (juantity.  AVith  great  care,  and  in  some  fear.  I 
introduced  a  pair  of  long  dressing  forceps  through  the  notch, 
and  on  opening  the  blades,  about  half  an  ounce  of  pus  escaped. 
Only  the  tip  of  my  finger  could  be  passed  through  the  opening, 
but  1  could  feel  no  uncovered  bone.  The  cavity  was  washed 
out,  a  small  drainage  tube  was  introduced,  and  this  was 
replaced  by  gauze  after  48  hours.  Daily  a  decreasingly 
small  amount  of  pus  was  removed,  and  at  the  end  of  ten  days 
the  wound  was  allowed  to  heal.  The  patient's  general  condition 
rapidly  improved,  and  ten  days  later  she  went  Jionie  quite  well 
and  without  pain,  and  she  is  perfectly  well  now. 

The  second  case  was  Mrs  E.,  aet.  38,  who  was  confined  of 
her  third  child  on  October  1  of  the  same  year.  The  second 
starve  was  normal,  but  I  was  informed  that  the  placenta  was 
retained  and  was  removed  bimanually.  On  November  19, 
the  patient  arrived  from  Tife  in  an  ambulance,  and  I  saw  her 
at  7  P.M.  She  was  evidently  dangerously  ill  and  suffering 
greatly.  On  examination  a  small  fluctuating  swelling  was 
found  over  the  crest  of  the  right  ilium  in  the  region  of  the 
triangle  of  Petit,  and  there  was  marked  resistance  and  tender- 
ness  right  down  along  the  back  part  of  the  iliac  fossa  towards 
tlie  pelvis.  Per  vat/inam,  a  hard,  non-fluctuating  mass  was 
found  filling  up  the  right  and  posterior  parts  of  the  pelvis. 
The  temperature  was  104  ,  and  the  patient  seemed  so  desperately 
ill  that,  at  nine  o'clock  that  night,  T  opened  the  abscess  over 
the  crest  (jf  the  ilium,  when  a  large  amount  of  pus  escaped. 
The  cavity,  which  extended  downwards  towards  the  pelvis,  was 
daily  washed  and  drained  in  the  usual  way,  and  in  a  fortnight 
the  wound  was  healed.  The  ))aticnt  returned  home  at  the  end 
of  a  month  perfectly  well. 

In  these  two  cases  just  recorded  the  cellulitis  spread  back- 
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Wiirds  instead  uf  iu  the  usual  for  ward  direction.  Ultimately  an 
abscess  was  formed  beneath  the  peritoneum,  and  the  pus  in 
such  circumstances  had  no  direct  access  to  a  free  skin  surface. 
In  one  case  much  burrowing  took  place  along-  the  back  part  of 
the  iliac  fossa,  the  pus  finding  its  way  right  back  till  it  burst 
through  the  lumbar  aponeurosis,  and  then,  turning  forward 
round  the  edge  of  the  latissimus  dorsi,  appeared  in  the  triangle 
of  Petit,  which  is  an  interval  between  the  insertions  of  the 
external  oblique  and  the  latissimus  dorsi  into  the  iliac  crest. 
In  the  other  case,  it  was  surprising  how  limited  the  area  of  pus 
formation  continued,  although  the  inflammatory  process  had 
been  going  on  for  months.  It  was  impossible  to  make  out  any 
fluctuation  either  per  vaginam  or  on  the  buttock,  Init  the 
cedenia  of  the  skin  and  the  continuous  pain  in  the  region  of  the 
sciatic  notch  formed  a  guide  for  the  incision.  Only  a  little 
pus  had  escaped  through  the  notch,  the  most  of  it  appeared 
after  passing  forceps  through  the  notch.  By  whatever  route 
pus  leaves  the  pelvis,  it  does  so  by  following  the  track,  not  of 
nerves  or  tendons,  but  of  blood-vessels,  which  are  accompanied 
by  a  prolongation  of  citnnective  tissue.  In  this  case  the  pus 
followed  the  track  of  the  gluteal  ^'essels  after  bursting  through 
the  pelvic  fascia. 

Both  cases  became  rapidly  well  after  operation,  which  is 
only  the  usual  experience  in  ccllulitic  suppuration.  Sinuses 
after  this  form  of  suppuration  are  very  rare.  When  they  occur 
they  are  almost  always  the  result  of  suppuration  in  the  ovaries 
or  tubes  or  some  non-cellulitic  form  of  pus  formation.  Similarly, 
although  there  is  no  good  anatomical  reason  why  a  ccllulitic 
abscess  should  not  open  into  a  neighbouring  organ  and  a  fistula 
form,  the  fact  remains  that  fistula?,  as  a  rule,  are  the  result  of 
intraperitoneal  suppurati(jn. 

I  shall  be  most  interested  to  hear  if  other  PelloANS  of  the 
Society  have  met  with  many  such  cases  as  I  have  recorded, 
especially  cases  where  pus  escapes  from  the  pelvis  through  the 
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scLitic  imtcli,  or  appears  in  sumo  nilier  unusual  situation,  such 
as  in  Scarpa's  triangle,  

Dr  Fordyce  said  lie  certainly  had  seen  pus  escape  from  hoth 
the  positions  described  by  Dr  Lackie.  One  case  was  most 
interesting;  it  occurred  when  he  was  assistant  to  Professor 
Simpson.  1'hi'  patient  was  pretty  ill,  and  ihey  had  great 
ilifficulty  in  making  out  what  was  the  matter  with  her;  ulti- 
mately it  was  the  nurse  who  discovered  a  small  reddened  patch 
just  over  the  hip.  It  was  excised,  and  a  large  quantity  of  pus 
escaped,  Auotlier  })atient  complained  of  rectal  spasm.  A 
swelling  was  found  in  the  vaginal  septum,  which  opened  and 
discharged  close  to  the  vaginal  oriticc.  One  had  seen  these 
abscesses  burst  into  the  bladder  and  continue  to  discharge  pus 
for  a  long  time;  nor  did  his  experience  show  that  these  cases, 
once  they  were  opened,  healed  rapidly;  if  o})ened  from  the  vagina 
they  took  a  long  time  to  heal  and  were  apt  to  become  fistula r. 

Mr  K.  W.  Srott  Carniichael  said  it  appeared  to  him  that  the 
condition  might  have  originated  in  the  iHac  glands  in  the  region 
of  the  sacro-sciatic  notch;  the  fact  that  there  was  no  continuity 
between  this  mass  and  the  tissue  alongside  of  the  uterus  sug- 
gested the  possibility  that  the  condition  might  have  been  begun 
in  one  of  these  parts.  When  assistant  to  Professor  Martin  he 
had  looked  up  all  his  cases  of  pelvic  exudation  which  had 
occurred  during  the  preceding  three  years,  and  out  of  some 
42  cases,  in  none  had  a  similar  condition  to  this  occurred. 

The  President  said  he  should  like  to  thank  iJr  Lackie,  not 
oidy  on  behalf  of  the  secretary  for  lilling  up  a  blank,  but  also 
on  liehalf  of  the  Society  for  bringing  forward  cases  of  consider- 
able interest;  he  thought  it  a  pity  they  did  not  get  those 
rare  cases  brought  before  iheiu  much  more  fro(|uently  ihan 
they  did.     He  liad  not  himself  seen  a  similar  case. 

Dr  Lamond  Lackie  replied. 

There  Wfis  no  mcdinij  hrJd  in.  -fuhj. 
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